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St. Elizabeth’s Hospital 


617 West Grace St., Richmond, Va. 

A thoroughly equipped and modern private hospital for surgical and 
gynecological patients. Absolutely fire-proof—a desirable requirement. 
in any building, but a necessity in a surgical hospital. Ventilation per- 
fect—due to general design of architect who is an authority on ventila- 
tion, and also to.the patent Austral windows, which direct the air cur- 
rent towards the ceiling and not on the patient. {Only graduate nurses 
are employed. {/All modern conveniences, ‘such as silent electrie light 
Signals for patients, vacuum cleaners built in the wall and long dis- 
tance telephone connection in évery bed room. {Two large and com- 
plete operating rooms with northern light are on the top floor, where 
they are practically free from dust, -The hospital is open. the entire 
year. No wards, only single or double rooms, with or without private 
bath. Rates $2.50 per day and up. {A limited number of graduate 
nurses received for post-graduate instruction. 

Superintendent, MISS JOSEPHINE McLEOD, A.B., Graduate Nurse 
of Johns Hopkins Hospital. ‘ 

J. SHELTON HORSLEY, M.D., Surgeon-in-Charge. 


Albuquerque Sanatorium 
FOR TUBERCULOSIS 


Albuquerque, - = New Mexico 


Altitude 5,100 Feet Rates Moderate No Extras Climatic Conditions. 
Unsurpassed 


A private sanatorium where the closest personal attention is given 
each patient. Complete laboratory and X-ray equipment for diagnos- 
tic purposes. Compression of the lung and sun-bath treatment after 
the method of Rollier. Steam heat, hot and cold water, electric lights, 
call bells, local and long-distance telephones and private porches for 
each room. Bungalows, if desired. 

Situated but 1% miles from Albuquerque, the largest city and best 
market of New Mexico, permits of excellent meals and service at a 
moderate price. Write for Booklet. B. 


A. G. Shortle, M.D.—Associate Physicians—L. S. Peters, M.D. 


A. THRUSTON 


MODERN up-to-date private infirmary equipped with steam heat, electric light, eleetri¢ 
A fans, modern plumbing and new furnishings. Solicits all chronic cases, functional and 

organic nervous diséases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity or 


infectious cases treated. Bed-ridden cases not received without previous arrangement. 


‘THE POPE SANATORIUM 


Established 1890 115 West Chestnut Street 


con HOME 2123 LOUISVILLE, KENTUCKY 


Patronize our advertisers—mention the Journal when you write them 


: 
: Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Frequency, Arc Light and tm] BI 
Treatments given by competent Physicians and Nurses under the immediate supervision of the Mi og 
: Superintendent. Special laboratory facilities for diagnosis by urine, blood, sputum, gastric juice ond. ete 
X-Ray. Recreation hall with pool and billiards for free use of patients. me | 
; Rates $25 per week; including treatment, board, medical attention and general nursing. Send for 2 = 
large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with hes oem a 
poultry and eggs; also milk, cream, butter and buttermilk from its herd of registe Jerseys. an 


Chestnut Lodge 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad and 
Electric Line from Washington. 


This Sanitarium under experienced management offers 
superior advantages for the treatment of patients suf- 
fering from Nervous and mild Mental Diseases, and for 
elderly persons needing skilled care and nursing; com- 
bining the equipment of a modern Phycopathic Hos- 
sae with the appointments of a refined home. The 

ydrotherapy Department is complete in every detail 
including the Nauheim Baths for Arteriosclerosis, 
Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


FOR SURGICAL 
AND GYNECOLOGI- 
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pital Training School 


J. D. S. DAVIS, M.D. 


BIRMINGHAM, ALA. 
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THE MILWAUKEE SANITARIUM 


WAUWATOSA 
WISCONSIN For Mental and Nervous 

Located at Wauwatosa (a suburb 
of Milwaukee) on C.M.&St.P. 
Ry., 2.5 hours from Chicago. 15 
minutes from Milwaukee,5 min- 
utes from all cars. Two lines 
street cars. Complete facilities 
and equipment as _ heretofore 
announced. {New Psychopathic 
Hospital; continuous baths, 
fire-proof _ building, separate 
grounds. {New West House; 
rooms en suite with private 


baths. {New Gymnasium and 
physical 
culture, new ander’’ ma- 
shines, Entrance West House Office and Bath House Psychopathic Hospital 
Bath house; hydrotherapy, electrotherapy, mechanotherapy. Bg 4 acres beautiful hill, forest -, lawn. Five ee Individualized 
treatment. RICHA EWEY, A.M., M.D. EUGENE CHANEY, M.D. J. E. ROBINSON, 

CHICAGO OFFICE: Marshall Field Annex Building 25 East Washington St. Wednesdays 1 to 3, except July be ‘August. 


Descriptive Booklet will be sent upon application. 


Dr. Morse’s Sanatorium for Tuberculosis 


HENDERSONVILLE, NORTH CAROLINA. 

Twenty miles south of Asheville, on the main line of the 
Southern Railway between Cincinnati and Charleston. Prob- 
ably the finest all-year-round climate in America. Large num- 
ber of days of sunshine. Altitude 2300 feet above sea level. 
Stimulating air. Mountain scenery of great beauty. In the very 
center of the “LAND OF THE SKY.” The sanatorium is espe- 
cially adapted to the treatment of the tuberculous. Private 
sleeping-out piazzas for every patient. All modern conven- 
iences and good service. Every health-giving condition is 
supplied. Eighteen acres of natural parkland surround the 
sanatorium—a scientific institution amid ideal conditions. Phy- 
sician lives in the sanatorium. Rates $17.50 to $30.00 per 
week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville, W. 6. 


Dr. Sprague’s 
Sanatorium 


for nervous and mild mental diseases, 
liquor and drug addictions. Twenty- 
five years experience in treating these 
cases. Especially trained nurses. 
Hydrotherapy, Electricity, Vibration 
Massage. A psychopathic hospital for 
acute cases combined with comfort- 
able home for quiet patients unable to 
live in private families. For the latter 
cases, low rates are made for extended 
Lexington, Kent ucky periods. 81 acres. New buildings. 
Beautifully wooded grounds. Resi- 
dent musicians. In and out door games. 


Address, 
GEO. P. SPRAGUE, M.D., 
Lexington, Ky. 
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* e For the Treatment of MENTAL and NER- 

1 \ / 1 W VOUS DISEASES and the ADDICTIONS. 
Vy New fifty Room Department completed January, 

e e 1915. Now have two new buildings. One for each 

sex. A thoroughly modern and fully equipped pri- 

San Ifarl u mM vate hospital, operating under state license. Large 
commodious buildings offering accommodatidns 


Gaes CESTABLISHED 1907) SEM «St meet the desires of the most exacting. Situated 


JOHN W. STEVENS, M.D., Physician- out of town in a quiet, secluded place. Large 
Teleph Mai eo shady grounds. Specially trained nurses. Two 
resident physicians. Capacity 65. References: 
Rural Route No. 1. Nashville, Tennessee Medical Profession of Nashville. 


The Hendricks Sanitorium, Texas 


THE MOST MODERN SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 


Physicians of the South and Southwest are Urged to Investigate 
All Rooms connect with Private Bath--All Rooms have Private Sleeping Porches 
Fireproof Construction 
NO BETTER CLIMATE—WINTER OR SUMMER 


R. D. HARVEY, Cc. M. HENDRICKS, 


P J. V. WRIGHT 
resident Assistant Physician Medical Director 
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LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment for 
Opium-Morphin Addiction, which Eliminates Suffering and Craving 


acres of beautiful wood- 
land and ornamental 
shrubbery. Modern and 
approved methods in 
construction and equip- 
ment. Thorough ven- 
tilation, sanitary plumb- 
ing, low pressure steam 
heat, electric light and 
fire protection. Pure 
water, experienced 
nurses. 


New Buildings Completed in March, 1915. 


Special facilities for giving hydrotherapy, electrotherapy, 
massage, physical culture and rest treatment 


S. T. RUCKER, M. D., Office, Goodwyn Institute MEMPHIS, TENN. 


A thoroughly equipped 
institution for the scien- 
tific treatment of tuber- 
culosis. Bungalows with 
individual screened 
porches, hot and cold 
running water bath and 
toilet in each cottage, 
electric lights, call bells, 
etc. Ideal location. 
Rates: $20.00 to $25.00 
per week. No extras. 
Write for booklet 


JOSEPH S. CIPES, M.D. 
Medical Director 


WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS 
DISEASES 


Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., Supt. 
Waukesha, Wis. 


The Gipes Sanatorium for Pulmonary“and Laryngeal Tuberculosis, Albusueraue, New Mexico 
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ST.ALBANS SANATORIUM, Inc. 


Radford, Virginia 


The Hydrotherapy Department is complete in every de- 
tail. Continuous, Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, Mas- 
sage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sanatorium 
for the diagnosis and treatment of chronic medical, nerv- 
ous, and mild mental disorders. It is situated 2,000 feet 
above sea level in the famous blue grass region of Vir- 
ginia. There are two large Colonial brick buildings con- 
nected by a sun parlor 105 feet long. Rooms single or en 


care for nervous patients. 
For details write for descriptive pamphlet. 


suite, with or without private baths. Accommodations for 
fifty patients. Modern and approved methods used in 
every department. The nurses are specially trained to 


lar patients at moderate rates. 


tonio. Our own dairy and egg supply. 


used where indicated. 


I. S. KAHN, A.B.M.D., Medical Director, or W.R. Gaston, 


VON ORMY COTTAGE SANITARIUM 


For the Treatment of Tuberculosis 
VON ORMY, TEXAS. 


An institution designed for the proper care of tubercu- 


Splendid all year ’round climate. 
Beautifully located on the Medina River near San An- 


Tuberculin, autogenous and artificial pneumothorax 
Hopeless last stage cases not admitted. 


Rates: $15.00 and $18.00 per week. 
For booklet or other information address, 


Business Manager, 521 Moore Building 
San Antonio, Texas. 


New Mexico Cottage Sanatorium 


—FOR THE TREATMENT OF— 


E. S. BULLOCK, M.D. WAYNE MacVEAGH 
Physician-in-Chief WILSON, Manager 
I. D. LOEWY, M.D. E.. D. NIXON, 


Associate Physician Assistant Manager 


No region in the world equals the high 
altitude section of the southwestern por- 
tion of the United States for the treat- 
ment of tuberculosis. And ofall the cities 
and towns in this section, SILVER CITY 
stands pre-eminent as a health resort. 


Wonderful all-year-round climate. Mod- 
erate winters. Coolsummers. Over three 
hundred days of sunshine each year. 
Hemorrhages rare. Night sweats un- 
known. 


Splendidly equipped institution. Tuber- 
culin in selected cases. Artificial pneu- 
mothorax. Heliotherapy. X-ray. Rates 
for Ambulant Patients from $20.00 to 
$32.50 per week. No extras. 


Silver City, - - New Mexico write tor descriptive booklet ¢. 
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THE CHESTON KING SANITARIUM 


SUCCESSOR TO HOWELL PARK SANITARIUM 
PEACHTREE ROAD, ATLANTA, GA., R. F. D. No. 4. 


For the treatment of 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 


The South’s most beautiful Sanita- 
rium, completed August, 1914, on acre- 
age of Peachtree Road, twenty min- 
utes drive from Atlanta, and situated 
between the Capital City County Club 
and Greater Oglethorpe University. 
The buildings are of concrete, pressed brick 
and tile room, all rooms are outside, with a 
purpose single to —_ and ventilation. Com- 
plete system of baths. The water supply is 
from an artesian well. 

There is installed in all the buildings 
vapor heat and the indirect lighting system. 
All of the latest approved treatments are 
used. Patients admitted to our Sanitarium, 
can have all the rest and exercise indicated 


and yet will not come in contact with any objectionable case. A physician is in constant attendance. 
Mail Address: 


THE CHESTON KING SANITARIUM 
ATLANTA, GA., R. F. D. No. 4. 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


7| S&T his is the Private Sanatorium of Dr. Beverly R. Tucker 

The Tucker Sanatorium is for the treatment of nervous 
diseases. Insane and acute alcoholic cases are not taken. 
The Sanatorium is large and bright, surrounded by a 
lawn and shady walks and large verandas. It is situated 
in the best part of Richmond and is thoroughly and mod- 
ernly equipped. There are departments for massage, 
medicinal exercises, hydrotherapy, occupation and elec- 
tricity. The nurses are especially trained in the care of 
nervous cases. 


The Watauga Sanitarium, Ridgetop, Tenn. 


In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 


STAFF: For Tuberculosis in All Forms 
DR. WILLIAM LITTERER, 
4 Bacteriologist-in-Chiet. Location ideal, elevation about 1,000 feet, buildings modern hot and 

“Surgeon-in-Chief. cold running water, lighted with gas, perfect sewerage, excellent water 
DR. J. M. KING, 

Dermatologist. supply. The Sanitarium operates it own dairy and truck farms. Equip- 
ie oe oe Throat ment includes our own steam laundry, and is in every way up to now. 
a ag Tuberculins and Vaccines Administered in suitable cases. Hydrotherapy 
iad gla modified after the method of Rollier. Rates very reasonable. Address 
————— THE WATAUGA SANITARIUM, Ridgetop, Tenn. 


or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 
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HIGHLAND HOSPITAL 
ASHEVILLE, N. C. 


(Succeeding Dr. Carroll’s Sanitarium) 

A modern, thoroughly equipped institution for the care 
of selected nervous, mental and habit cases, employing 
all rational methods of treatment, emphasizing climate, 
diet, water, rest, and giving particular attention to out- 
of-door occupation treatment or work cure. No tuber- 
cular patients accepted under any conditions. 

For booklet, address 

Robert §. Carroll, M. D., Medical Director Highland Hospital 
ASHEVILLE, N. C. 


Arlington Heights Sanitarium 
P. O. Box 978, Fort Worth, Texas. 
3 aml For Nervous Diseases, Selected 


Cases of Mental Diseases, 
Drug and Alcohol Addictions, 


(Incorporated under Laws of Texas) 


WILMER L. ALLISON, M.D 

Resident Physician 
JAMES D. BOZEMAN, M.D., 

Physician 
BRUCE ALLISON, 

Physician 
JOHN S. TURNER, M.D., 

Consulting Physician 


DR. BOARD’S SANATORIUM 


OFFICERS 
AND DIRECTORS 


Dr. Milton Board, 
Pres. and Supt. 


TELEPHONES 
(Late Supt. West Ky. Asylum Ba 
for'the Insane:) Cumberland . . .S. 480 
(Late Member of Kentucky 
State Board of Control 5996 
Charitable Institutions.) 
Dr. J. T. Windell, mum 
Vice-President 
Dr. Earl Moorman, REFERENCE 


Secretary and Assistant 
Dr. W. E. Gardner, 
(Supt. Central Ky. Asylum) 
Dr. A. T. MeCormack 
Dr. Leon L. Solomon, 
Dr. Irvin’ Abell 


The Medical Profession 
of Kentucky. 


A modern, thoroughly equipped private institution for the ae of MEN- 
TAL AND NERVOUS DISEASES, DRUG ADDICTIONS AND ALCOHOLICS. 

Situated in the heart of the city, convenient and easy of access, yet quiet and 
secluded. Opposite beautiful Central Park. Terms $20.00 to $35.00 per week. Out- 
side patients charged office fees. For further information address 


DR. MILTON BOARD, Supt., 1412 Sixth St., Louisville, Ky. 
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SOUTH MISSISSIPPI INFIRMARY 


Organized 1901 Hattiesburg, Miss. 
W. W. CRAWFORD, M. D., Surgeon-in-chief 


SURGICAL AND MEDICAL 


OXFORD RETREAT 


OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
— Of Easy Access—39 Miles 
from on C. H. & D. 

10 Trains Daily 


THE PINES. 


An Annex for Nervous Women 
Write for Descriptive Circular 
R. HARVEY COOK, MM. D.. Physician-in-chief 


Richmond Va. 


Personal ally conducted De Stuart MGuire 
tte Accommodation of his Surgical Patients. “4 
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DR. MARY E. LAPHAM DR. STURTEVANT MACPHERSON, Resident Physician 
Highlands Camp Sanatorium 
HIGHLANDS, N. C. 


Steam heat, electric lights 
ee and call bells and all other 

modern conveniences. Com- 

i plete X-Ray equipment. The 

latest approved methods of 
| Europe and America used. 

{ Daily auto livery service 
between Highlands and 
Seneca and Walhalla, S. C. 
WINTER CLIMATE IDEAL 


A fully equipped private 
institution for the treatment 
of diseases of the lungs and 
throat situated amid beauti- 
ful surroundings the 
mountains of Western North 
Carolina at an altitude of 
3850 feet (greatest altitude 
of any town east of the 
Rocky Mountains). 


SYMPTOMATIC SPECIFIC SURGICAL 


IMMUNIZATION—With Dr. von Ruck’s For Progressive Cases Only. 
FOR BRONCHIETATIC CAVITIES—We 


FOOD—The very best the market affords. 
vaccine under the supervision of Dr. advise ligation of the pulmonary vessels ac- 


NURSING—Head nurse, two trained sturtevant Macpherson. cording to Sauerbruch and Bruns. 
nurses, one special nurse for diet cooking. Dr. Macpherson was associated with FOR FAR ADVANCED CASES WITHOUT 


ALTITUDE AND CLIMATE—3,850 feet the von Rucks from the incipiency of eae SS aon the lung this 
< cording to Forla . n four years 
above sea level. This height, together with this line of treatment, and is thoroughly method has given us over thirty per cent, of 
the southern latitude, produces an ideal familiar with every phase of its develop- marked improvement in advanced cases utterly 
ment and application. beyond the reach of medical efforts. 


year-round climate for the treatment of 
a WHEN ADHESIONS, PREVENT THE 
pulmonary _ troubles. Increases __ resistance For Booklet Write COMPRESSION OF THE LUNGS—We advise 
through the rise of blood pressure, number of its oe, 4 a Sauerbruch operation. 
red blood cells and per cent. of hemogiobin— J) COBI , APICAL, CAVITIES NOT’ 
e JAP ED 
is singularly bracing. and. strengthening—a * LAPSED 
strong tonic to digestion. Manager ing to Baer. 


Glenwood DOWNEY HOSPITAL 
PARK 


Sanitarium 


GREENSBORO 
NORTH CAROLINA 


A new, modern, up-to-date 
two-story building with roof 
garden, equipped with steam 
heat, electric lights, electric 
signal system and new furn- 
ishings. All rooms outside, 
with or without private bath; 
hot and cold water in each. 
Fully equipped sterilizing and 
operating rooms. Patients 
admitted suffering from 


Telfair Sanitarium 

W. C. Ashworth, M. D., Superintendent 
A strictly ethical institution offering superior advantages for the scien- yynecological, Obstetrical, 
tific treatment of Nervous Diseases, Drug and Alcoholic Addictions. A = Abdominal and General Sur- 
modern building of 30 rooms, well heated and lighted and fuliy gical conditions. Limited number of medical cases accepted. No 
equipped with hot and cold baths, up-to-date electrical apparatus, etc. contagious, alcoholic or mental cases admitted. Trained gradu- 
Charming location in quiet — wer ow = be — ate nurses and excellent training school. For further information, 
Patients given humane treatment. nators of the ‘‘Twilig 
Sleep’? treatment for drug addiction. Gradual reduction method also address DOWNEY HOSPITAL, Gainesville, Ga. 
used in habit cases. Descriptive booklets for both systems will be 
sent on request. Write for terms. 


DR. BRAWNER’S SANITARIUM, ATLANTA, GA. 


FOV NERROUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 


Woman’s Building A Cottage Main Building Playing Croquet 
The sanitarium is located on the Marietta trolley line, 10 miles from center of city, near a beautiful suburb, Smyrna. Grounds consist of 80 
acres. Buildings are steam heated, electrically lighted, and many rooms have private baths. Patients have many recreations such as ten 
‘Atlee + and automobiling. Reference: The Medical Profession of Atlanta. Address DR. JAS. N. BRAWNER, 701-2 Grant Bidg., 
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The Southern Medical Sanitarium 


FOR THE TREATMENT OF 


PELLAGRA AND NERVOUS DISEASES 


FORT WORTH, TEXAS. 
This institution is modern in every particular. It is a pleasant, delightful place 


in which to spend a few weeks. There are 75 beds, and every convenience for the pa- 
tient. Dr. C. C. Parrish has charge of the pellagra cases and Dr. W. C. Rountree the 
nervous diseases. Dr. Truman C. Terrell has charge of the pathological laboratories 


Address THE SOUTHERN MEDICAL SANITARIUM, Fort Worth, Texas. 


Dr s Sanitarium 


(Formerly Dr. Broughton’s Sanitarium) 
ESTABLISHED 1901 
For OPIUM, MORPHINE, COCAINE and OTHER DRUG 
ADDICTIONS, including ALCOHOL and SPECIAL NERVOUS 


CASES. Methods easy, regular, humane. Good heat, light, 
water, help, board, etc. Number limited to 44. A well kept 


home. Address, 
DR. G. A. WEIRICK, Superintendent 
Phone 536, 2007 Main Street, Rockford, Illinois. 


PETTEY & WALLACE FOR THE TREATMENT 
MEMPHIS, TENN, | Drug Addiction, Alcoholism, 


MEMPHIS, TENN. 
Mental and Nervous Diseases 


A quiet, home-like, private, high- 
itution. Licensed. Stric 
ethical. Complete equipment. Best 
accommodations. 

Resident physician and trained 
nurses. 

Drug tients treated 
Pettey’s method 
personal supervision. 

Detached building for mental 
patients. 
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GLOCKNER SANATORIUM cot. 


CLIMATE 
CARE 
COMFORTS 
For 
Pulminary 
Cases 
FOUNDED IN 1889 SOUTH FRONT 


A $300,000 Sanatorium with surgical annex, modern buildings and equipment. Located amid scenic grandeurs. For 25 years success- 
fully engaged in caring for the health-seeker. Rates $15 to $35 per week. Write for catalog, mentioning this Journal. 


DR. BARNES’ SANITARIUM] | Dr. Livingston’s Hospital 


STAMFORD, CONN. HOT SPRINGS, ARKANSAS 
FOR MENTAL AND NERVOUS DISEASES 
Rates $10.00 to $35.00 per week, including room, 
Splendid location overlooking Long Island Sound board, general nursing and medical attention. 


and City. Facilities for care and treatment un- 
surpassed. Separate department for cases of Examination and surgical operations extra. 


inebriety. 50 minutes from New York City. Address, 


For terms and information apply to 
F. H. BARNES, M.D. JOS. J. LIVINGSTON, M.D. 
Physician and Surgeon in Charge 


STAMFORD, CONN. Long Distance Telephone 1867 


CINCINNATI SANITARIU M 


FOR MENTAL 4ND NERVOUS DISEASES 
A strictly modern hospital fully equipped for the scientific treatment of all nervous and 
mental affections. Situation retired and accessible. For details write for descriptive pamphlet. 


F. W. Langdon, M.D., Medical Director 
B. A. Williams, M.D., Resident Physician 
Emerson A. North, M.D., Resident Physician 


H. P. Collins, Business Manager, Box No. 4, 
College Hill, Cincinnati, Ohio. 
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FOR DISEASES OF THE 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA 


A thoroughly equipped institution 


for the scientific treatment of tuber- 
culosis. High class accommodations, 
Ideal all-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery, Forty-five min- 
utes from Los Angeles, F. M. Pot- 
tenger, A.M., M.D., LL.D., Medical 
Director. J. E. Pottenger, AB., Dey 
Assistant Medical Director and Chief 
of Laboratory. George H. Evans, 
M.D., San Francisco, Medical Con- 
sultant. For particulars address: 
POTTENGER SANATORIUM, 
Monrovia, California. 


Los Angeles Office: 1100-1101 Title Ins. 
Bldg., Fifth and Spring Streets. 


Dr. Richard F. Gundry 


THE RICHARD GUNDRY HOME 


HARLEM LODGE 
CATONSVILLE, NEAR BALTIMORE, MARYLAND 
ESTABLISHED IN 1891 


A well equipped sanitarium and a delightfully homelike, restful place, for the care 
and treatment of nervous and mild mental cases, drug and alcoholic addictions. 
For rates and illustrated booklet, apply to 


Catonsville, Md. 


PRIVATE MATERNITY HOME 


For deserving unfortunate, unmarried 
girls, recommended by their physicians. 
Quiet, homelike, exclusive, protective, strictly 
ethical. Good home ‘for infants provided if de- 
sired. Rates Reasonable. Correspondence and 
co-operation solicited from physicians. 
Address DR. IRA C. TYNDALL Berlin, Md. 


SIELING’S SANITARIUM 


Pine Crest, Phone, Caton 334, Catonsville, Md. 
HENRY B. KOLB, M.D., Medical Director, Phone South 80 

For circular and rates, address Supt., Miss Anna A. 
Sieling, R. 


A well ealeaia Sanitarium for the treatment of Mental 
and Nervous Diseases, Drug and Alcohol Habits, etc. 


Pearson Home 


FOR THE TREATMENT OF 
Drug Addictions 
Avoidance of shock and suffering enables us to treat 
safely and successfully those extreme cases of morphinism 
that from long continued heavy doses are in poor physical 
condition, 


Hillsdale, Baltimore County, Maryland. 


SOUTH HOUSTON 
MATERNITY SANITARIUM 


Box 596, Houston, Texas 


Twenty-five Minutes ride from Houston on the Inter- 
urban. Take car at Texas and Main streets. 
Log Distance Telephone in Sanitarium 


TO THE MEDICAL PROFESSION: 


I desire to call attention to my private Maternity 
Home for patients before and during confinement. 


This institution is home-like in every particular, 
screened throughout; hot and cold baths and all other 
customary conveniences. 


I will accept the guarantee of the regular medical 
profession and will ask no questions of patients, treat- 
ing such with the utmost courtesy at all times. 


_ Iam prepared to secure the adoption-of infants into 
first-class homes, as I have applicants on hand from 
the best people at all times. 


I am in a position to secure the best medical ser- 
vice in the city, and have in constant attendance the 
necessary number of trained nurses. Patients are at 
liberty to use the physician of their choice, provided 
such physician is an ethical, legal practitioner. 


Interurban car line passes within a block of the 
Home. I will attend to baggage, etc. Full directions, 
and any further information by mail. 


Mrs. J. C. MCDEARMON, Matron 
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KENILWORTH SANITARIUM 


Kenilworth, Illinois 
(Established 1905) 
(C. & N. W. Railway. Six miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental diseases. Ap- 
proved diagnostic and therapeutic methods. 

An adequate night nursing service maintained. Sound proof rooms with 
forced ventilation. Elegant appointments. Bath rooms en suite, steam heating, 
electric lighting, electric elevator. 

RESIDENT MEDICAL STAFF: 


Margaret S. Grant, M.D., Sherman Brown, M.D., Sanger Brown, M.D., 
Chicago Office 59 East = Street. 

Telephone Randolph 5794 s 11 to 1, by appointment only. 
All correspondence should :¥ addressed to 

Kenilworth Sanitarium Kenilworth, Ill. 


OCONOMOWOC HEALTH RESORT WISCONSIN 


For Nervous and Mild Mental Diseases and Addiction Gases 


Five minutes walk from Interurban between Oconomowoc and Milwaukee 
On main line C. M. & St. P. Ry. 30 miles west of Milwaukee. 

Built and equipped to supply the demand of the neurasthenic, bor- 
der-line and undisturbed mental case, for a high-class home free from 
contact with the palpably insane, and devoid of the institutional at- 
mosphere. P 

Forty-one acres of natural park in the heart of the famous Wiscon- 
sin Lake Resort region. Rural environment, yet readily accessible. A 
beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare of 
the patient having been provided for in every respect. The bath de- 
partment is unusually complete and up-to-date. 

Number of patients limited, assuring the personal attention of the 
resident physician in charge. 


Arthur W. Rogers, B. L., M. D. Resident Physician in Charge 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions and Ner- 


vous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved di- 
agnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each with sep= 
arate lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. Bath rooms 
en suite, 100 rooms, large galleries, modern equipments, 15 acres, 350 shade trees, cement 
walks, playgrounds. Surrounded by beautiful park, Government Post grounds and Coun- 
try Club. ; 
G. H. MOODY, M.D., Supt. T. L. MOODY, M.D., Res. Physician, J. A. McINTOSH, Res. Physician. 
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The Meriwether Hospital and Training 


School for Nurses, Inc. 
ASHEVILLE, N. C. 


Since the death of Dr. F. T. Meriwether, his mag- 
nificent institution has been converted into a gen- 
eral hospital, receiving Surgical, Gynecological and 
Medical cases. The staff as selected by the man- 
agement is as follows: 

MEDICAL—Dr. C. P. Ambler, Dean; Dr. M. L. 

Stevens, Dr. C. E. Cotton. 

SURGICAL—Dr. Eugene B. Glenn, Vice-Dean; Dr. 

F. Webb Griffith, Dr. A. F. Reeves. 

EYE, EAR, NOSE AND THROAT—Dr. E. R. Rus- 
sell, Dr. J. B. Green, Dr, R. G. Buckner. 
NEUROLOGY—Dr. B. R. Smith. 

GASTROENTEROLOGY—Dr. A. W. Calloway. 
DERMATOLOGY—Dr. W. C. Brownson. 
PEDIATRICS—Dr. L. W. Elias. 

G. U. AND DISEASES OF THE RECTUM—Dr. 

P. R. Terry. 

ANESTHETIST AND HOUSE PHYSICIAN—Dr. 

W. J. Hunnicut. 


ALL COMMUNICATIONS SHOULD BE ADDRESSED TO 


MISS FLORENCE PITTS, Supt., or DR. B. M. MERIWETHER, Bus. Mer. 
24 Grove Street, Ashev ille, North Carolina 


WASHINGTON SANITARIUM-—MEDICAL AND SURGICAL 


Modernly constructed buildings and equipment, spacious halls and wide verandas. Located within 7 miles of the National Capitol 
Building. Surrounded by shaded lawns, forests and running streams. Mild Southern Climate. Laboratory equipped for analysis and 
tests. Treatment appliances standard, including equipment for various forms of sprays, electric and electric light baths, high frequency, 
suinsoidal and galvanic currents. Vibratory Massage, etc. heroes ad trained nurses and attendants. Write for Booklet, address 
mes WASHINGTON SANITARIUM, Takoma Park Station, Washington, D. C. 


B.—Offensive or Contagious Diseases not received. 
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The Jackson Health Resort 


Dansville, N. Y. 


Dansville is located about seventy miles east of Buffalo, and is reached by good Pullman 
trains from the South. This institution has for Fifty-Seven years been one of the great lead- 
ing resorts for those needing rest and recuperation. It is ethical in its methods and leading 
physicians of the United States send to it freely patients needing treatment. No insane or 
objectionable cases received. : 

DR. JAS. H. JACKSON, Pres. DR. WALTER E. GREGORY, Vice-Pres. 
Write for Literature NEWTON B. GORHAM, Managing Director 


UNIVERSITY of LOUISVILLE 


MEDICAL DEPARTMENT 


Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of 
college work in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ 
work in an accredited high school. 

A premedical course of instruction is given in the Academic Department of the University. 

Well-equipped laboratories under full-time teachers. 

Clinical work in the new Million-dollar Public Hospital. For further information and cata- 
logue, address the Dean, 


HENRY ENOS TULEY, M. D., Louisville, Ky. 


New York Polyclinic Medical School and Hospital 


341-351 West 50th Street, New York City 


General, Separate Clinical and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Cowrses of Practi- 
cal Work under tutelage for periods of three months, six months, one year, 
for specialists. Individual Instruction in the following branches: 


Major and Minor Surgery Rectal Diseases 
Hernia (local anesthesia) Anesthesia 
Neurol d Neurological Surger 9 


(brain, spinal cord, peripheral nerves) baie 
Dermatology (skin pathology) Drug Addictions and Toxemias 
Gynecology (operative; non-operative) Diseases of Stomach (dietetics) 
Eye (including Refraction), Ear, Nose, Throat X-Ray and Electro Therapeutics 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M.D., LL.D., President of the Faculty 
or MR. JAMES U. NORRIS, Superintendent 
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SPECIAL COURSES AT 


The Chicago Policlinic and The Post-Graduate Medical School of Chicago 


The Twenty-Fifth Annual Special Course Will Commence 


at THE CHICAGO POLICLINIC and at THE POST-GRADUATE MEDICAL SCHOOL OF CHICAGO 
Monday, April, 3, 1916 Monday, May |, 1916 


and will continue three weeks at each institution. These courses which have given such satisfaction for so many years have for their pur- 
pose the presentation in a condensed form of the a ivances which have been made during the year previous in the following branches: Surgery, 
Orthopedics, Gynecology, Obstetrics, Genito-Urinary, Stomach and Rectal Diseases and in border-line medical subjects. Fee for each of the 
above courses $25.00. Special Operative Work on the Cadaver and Dogs, and General and Special Laboratory Courses. All regular clinics 
continue as usual. For further information, address: 


THE CHICAGO POLICLINIC THE POST-GRADUATE MEDICAL SCHOOL OF CHICAGO 
: M. L. HARRIS, Secy. EMIL RIES, Secy. 
is 219 W. Chicago Ave., Chicago, III. 2400 S. Dearborn Street Chicago, II. 


New Orleans Post-Graduate School of Medicine 


Next Regular Session begins October ist. Students admitted throughout the year. 


UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the General 
practitioner or the Specialist in all branches of Medicine and Surgery. 


ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the Great Charity Hospital where members of the faculty 
occupy the highest positions on the Visiting Staff. 


FACULTY LARGE, permitting individual instruction and special work if desired. 


For further information address Joseph A. Danna, M.D., Secretary, Suite 716 Maison Blanche 
Building, New Orleans, La. 


The Philadelphia Post-Graduate School of Neurology 


This school affords unusual opportunities for. practical instruction in neurology and psychiatry, having at com- 
mand the large neurological and psychopathic wards of the Philadelphia General Hospital, the Philadelphia Hospital 
for the Insane on the same grounds, other large hospitals and several laboratories. The instruction is given by the 
members of the Neurological Staff of the Philadephia General Hospital, their associates and assistants. Each period 
of instruction extends over six weeks and the fee for the course is twenty-five dollars. 


For further information address DR. CHARLES K. MILLS 1909 Chestnut Street, Philadelphia 


LABORATORY OF DR. ALLEN H. BUNCE 
ATLANTA, GA. 
A well-equipped Clinical Laboratory for the examination of pathological, bacteriological and serolog- 
ical specimens for physicians and surgeons. 
Wassermann Reaction, Five Dollars. Autogenous Vaccines prepared. Milk and water examinations. 
Reports telegraphed upon request. 
Mailing tubes for specimens and fee list upon application. 
Address ALLEN H. BUNCE, A.B., M.D. Healey Bldg., Atlanta, Ga. 


Here are the States comprising YOUR association--The Southern 
Medical Association 


We now have 5,000 members in these states— 
there are 15,000 more eligible doctors who ought to 
be members—with your help we can soon double 
our present membership. 

How many doctor friends will you ask to join 
your Association before the Atlanta meeting? 

‘ be there, won’t you? Atlanta, Novem- 
er 13-16. 


Patronize our advertisers—mention the Journal when you write them 


a 
mo 
Ky WA 
TENN 


SOUTHERN MEDICAL JOURNAL 


University of Alabama, School of Medicine 
MOBILE, ALABAMA 

Rated Class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of 

Anatomy, Physiology, Biology, Bacteriology, Pathology and Pharmacology. Equipped with latest 

standard apparatus. Operated by all-time Teachers. Instruction in Junior and Senior years mostly 

clinical. Below are shown four of the institutions affiliated with us for clinical work. 


MOBILE CITY HOSPITAL MOBILE CITY DISPENSARY 


206 beds. Internes appointed and controlled by the See Controlled and operated ¥ the School. Over 10,000 patients 
Clinical material ab by id= treated by st ast Under direction 
ed into small sections under all-time of teachers. 


ALABAMA MATERNITY AND INFANT HOME U. S. MARINE HOSPITAL 


Mobile, Ala. Capacity, 10 maternity cases and 100 infants. Mobile, Ala. Surgeon in charge professor of Tropical Med- 
Professors of Obstetrics and Pediatrics icine in the college. Patients utilized by order of 
control. Secretary Treasurer of United States. 


For entrance requirements and full information address DR. T. H. FRAZER, Dean, Mobile, Alabama 
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Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINé 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 
STUART McGUIRE, M.D., Dean 
New college building, completely equipped and modern 


50% Better 


Prevention Defense 
Indemnity 


1. All claims or suits for alleged civil malprac- 
tice, error or mistake, for which our contract 
holder, 


laboratories. Extensive Dispensary service. Hospital fa- 2. Or his estate is sued, whether the act or 
cilities furnish 400 clinical beds; individual instruction; touh hi 
experienced faculty; practical curriculum. For catalogue or omission was Dis own, 
information address 8. Or that of any other person (not necessarily 
J. R. McCAULEY, Secretary, an assistant or agent), 
1140 E. Clay Street Richmond, Virginia 4. All such claims arising in suits involving the 
collection of professional fees, 
5. All claims arising in autopsies, inquests and 
Atl t Cli » | L b t in the prescribing and handling of drugs and 
an a nica a ora ory medicines. 
10th Floor Candler Building Atlanta, Ga. 6. Defense through the court of last resort and 
Because of increasing progressiveness of the Southern Profession, until all legal remedies are exhausted 
and consequently their _{neteased demand for Wasserman Test in 7. Without limit as to amount expended. 
Tres: Treatmeé: or 8, 
Tam able to do Wassermann’s for $5.00 where $10.00 formerly 8. You have a voice in the selection of local 
seemed a low price. counsel. 
Wassermann’s $ H 4 9. If we lose, we pay to amount specified, in ad- 
Ee dition to the unlimited defense. 
— 10. The only contract containing all the above 
Autogenous Vaccines __..--.-.------------- 10 00 features and which is protection per se. 
Vaccines made of the exciting pathological organism, 5 
uman in ood stains. eports wired when 
money accompanies specimen, if requested. The MEDICAL PROTECTIVE co. 
DR. C. W. GOULD, Manager DR. R. C. CURTIS, Assistant of FT. WAYNE, IND. 
Professional Protection Exclusively 


Look for the RED HEART on the bottle label—no RED HEART, it’s not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA (Water of Life) of the Indians 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 


Dr. Henry Froehling, of Froehling & Robertson, Chemists, Richmond, Va., on 

October 30, 1914, collected in person water from Stafford Springs from which to 

make an exhaustive test. A complete report has just been made on the water—a 

report that justifies all the claims made of Stafford Water by its many friends. 
Dr. Froehling in his report comments as follows: 

“It has been shown that Radio Emmanations are very effective in Gout, Rheumatism, 
Sclerosis of the Arteries, and that the use of Radio Active water either by drinking or 
bathing, have a strong tendency to increase the activity of the kidneys and bladder. 

This has perhaps been no uncertain factor in producing the many cures of Nephritis 
and other kidney troubles credited to the Stafford Mineral Water. 
Stafford shipped in any quantity—handled by all druggists. 
We have excellent hotel accommodations at reasonable rates. 


STAFFORD MINERAL SPRINGS AND HOTEL CO., LTD. 


Operated by COLBURN, MORGAN COMPANY, 
VOSSBURG, MISS. 


Look for the RED HEART for genuine Stafford Water. 


Write for booklet and analysis 
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This is the tenth of a series The facts presented in 


of articles on the uses 
odorless, liquid paraffin. OU thoritative clinical data. 


;Made from American Petroleum 


AN ESTABLISHED TECHNIQUE 
IN MANY LEADING HOSPITALS 


Where constipation is to be corrected and eliminations 
promoted the established technique in many modern 
hospitals calls for the routine use of mineral oil. 


The bedridden patient is often handicapped through the 
use of drastic cathartics which, while giving temporary 
relief, dissipate strength and lower resistance. In such 
cases many physicians have found that they can get the 
desired results by administering Stanolax Liquid Paraffin 


Easton, P. G. (J.Roy Army Med. Corps, reducing the dose to once daily at bedtime. 


London, 1914, XXII, 443): The chronic Thus a breast-fed baby of six months was prac- 


tically cured of constipation by administering 
constipation of children and infants often yields 15 of added to 


most easily to liquid paraffin in small doses spoonful of water and given three times a day 
given regularly three times a day at first and _ before its “bottles.” 


A trial quantity and descriptive booklet will be sent on request 


Manufactured only by 


STANDARD OIL COMPANY 


(INDIANA) 
CHICAGO, U.S. A. 
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Constipation Infants 


due to faulty protein digestion 


May be corrected by 


using for the carbohydrate portion of the milk mixture 


Mellin’s Food 


: a amounts to thoroughly attenuate or modify the casein of 
the muk. 

Regardless of the age of the infant, it is best to begin with not less 
than three level tablespoonfuls of Mellin’s Food to each pint of the 
modification, gradually increasing this quantity until a soft, smooth stool 
results. In some cases, it will be necessary to add four or five table- 
spoonfuls of Mellin’s Food to each pint of the mixture. 


Details of the method of procedure to meet such conditions will be 
sent to physicians, upon request. 


Mellin’s Food Company, Boston,Mass. 


Wassermann Test 
And its control, - - - - - - - - - = Both Tests, $5.00 


Hecht-Weinbers Test 


Pasteur Treatment 


Course of 18 doses, including glass syringe and needle, - - $50.00 
Autogenous Vaccines 

(20 cc. vials or twelve 1 cc. amples) - - - - - - = $10.00 


We perform all kinds of laboratory and diagnostic work. 
WE WILL SUPPLY YOU WITH ALL KINDS OF GLASS- 
WARE AND NEEDLES FOR SENDING IN SPECIMENS. 
WRITE OR TELEGRAPH US. 


GRADWOHL BIOLOGICAL LABORATORIES 


803 N. Garrison Ave., St. Louis, Mo. R. B. H. Gradwohl, M. D., Director 
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Ofttimes welcomed 
by the patient 
who refuses other 
nourishment 


We will be glad to 


send you our book- 
let, “The Food Value 


of the Grape.” Send 
25 cents for sample 
pint bottle 


The Welch Grape Juice Co. 
Westfield, New York 
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SEVERE NERVOUS SYMPTOMS 


Treated With 


CORPUS LUTEUM - LUTEIN 


“In this last class, dysmenorrhea should be especially included. In my own prac- 
tice I have observed, in a truly extraordinary manner, the cure or relief of many such 
cases through the medium of this type of organotherapy. My best results, however, have 
been gained in the administration of corpus luteum for the relief of the severe nervous 
symptoms attendant upon the menopause of both the physiological and artificial varieties 
and the functional amenorrhea of young women.”’—Dr. Adam P. Leighton, Jr., The 
American Journal of Obstetrics and Diseases of Women and Children, November, 
1915, page 878. 


THE “EXTRAORDINARY” RESULTS referred to by Dr. Leighton were 
obtained by the administration of Corpus Luteum of the SOW, as presented in 


LUTEIN TABLETS —H. W. & CO. 


Complete reprint of Dr. Leighton’s paper sent upon request. 


THE HYNSON, WESTCOTT & COMPANY 


PHARMACEUTICAL LABORATORY 


Baltimore, Maryland 


trmours 
LABORATORY 


Armours 


THYROIDS— 
..powders and tablets 
PARATHYROIDS— 

powders and tablets 
ANTERIOR 
PITUITARY 

powders and tablets 
POSTERIOR 
PITUITARY 

and tablets 
LECITHOL 
EXTRACT OF a 
BONE MARRO 
ELIXIR OF ENSYMES 
PEPTONIZING 
TABLETS 
PEPTONIZING 
OWDERS 
CORPUS LUTEUM— 

(True substance) 

Powder, Tablets and 

5-gr. Capsules. 


Fresh raw material 
makes the most 
reliable goods 


Pituitary Liquid (Armour) 


PHYSIOLOGICALLY standardized. 
Free from objectionable chemicals. 
The safest in— 

obstetrical cases— 

uterine inertia— 

peristaltic paralysis. 
1-c.c. ampoules, 6 in a box, dated. 


ARMOUR 4x0 COMPANY CHICAGO 


M-35 
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Number 3 


MEDICINE 


(INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, DIAGNOSTIC 
METHODS, ETC.) 


BLOOD PRESSURE AND EXERCISE 
COMBINED AS A TEST OF 
HEART EFFICIENCY.* 


By J. S. LANKFORD, M.D. 
San Antonio, Texas. 


Jumping jugulars, cyanotic lips, em- 
barrassed breathing and quivering clothes 
over a pounding heart tell a plain story, 
and it is easy to see the truth and predict 
the future. Where the condition is not 
so patent the stethoscope or polygraph 
will possibly reveal the facts. But there 
are many cases of heart disease that re- 
main in doubt in spite of all of our usual 
tests. It has happened to some of us to 
embarrass a patient with a warning of 
danger and to see him live on in perfect 
health long years, and to give another 
every assurance of safety and then to be 
shocked by his sudden death. Anything, 
therefore, that will aid us in the correct 
diagnosis and prognosis of heart disease 
must be of great service. ~ 

In blood pressure reading before and 
after exercise we have a test that is sim- 
ple, easy and reliable. Jackson, of Roch- 
ester, interested me in this subject and 
four years’ experience in almost daily use 
of the instrument has convinced me that 
we have no more dependable means of 
determining the integrity and _ reserve 
power of the heart in health and in dis- 
ease than this test. It will prove up the 
strong, sound heart that means so much 
in longevity, and will quickly show de- 
partures from the normal. And it will 


*Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, Nov. 8-11, 1915. 
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give us information in some cases that 
can not be obtained in any other way. 
While the patient is seated and at rest 
the brachial pressure should be taken and 
the instrument left applied to be carried 
According to size, 
and strength or weakness, he is put up 
from one to three flights of average 
stairs at medium speed and the pressure 
noted again within thirty seconds. The 
systolic pressure should rise fifteen to 
forty millimeters. Putting on and re- 
leasing the pressure every twenty sec- 
onds, it will be found to return to its 
original place in from one to three min- 
utes. If the heart is normal the diastolic 
pressure will remain about stationary. 
If the systolic rises but five to ten milli- 
meters the heart is limited in force and 
power and is questionable, however sound 
it may appear by other tests. If the sys- 
tolic fails to rise, or falls five or ten mil- 
limeters and the diastolic rises, still fur- 
ther diminishing the pulse pressure, the 
condition of the myocardium is grave. 
One of two conditions exists. Degenera- 
tive changes are vital and important and 
the prognosis is bad; or there is a poi- 
soned heart with a serious toxic condition 
that may possibly be relieved by treat- 
ment. The other attending symptoms 
will point the way to the truth. It is es- 
sential that the second reading be made 
quickly and be repeated about three times 
a minute till the test is complete. In a 
safe heart the response should be prompt 
and the increase in pulse rate will be 
found to be about one beat for each milli- 
meter of systolic pressure. If a stairway 
is not available the patient can exercise 
by standing and touching the floor twelve 
or fifteen times. In the obese this should 
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be done slowly. If the subject is strong, 
muscular and eccustomed to exercise, it 
will require mere effort to raise the pres- 
sure. Various forms of exercise will 
serve the purpose, but it is well to estab- 
lish and follow a system and to regulate 
the amount of exertion according to the 
case. 

In arteriosclerosis and cardio-renal dis- 
ease with hign blood pressure this test 
should be employed with caution, espe- 
cially if there is a history of syphilis. 

There are a number of conditions in 
which it can be very serviceable. 

Sinus arrhythmia is common and some- 
times confusing. If the pulse is not reg- 
ulated by putting the mind at ease, by a 
little exercise or by a few moderate 
strokes with the closed fist over the sev- 
enth cervical vertebra, exercise and blood 
pressure combined will quickly and cer- 
tainly reveal the simple condition. 

Extra systoles are still more puzzling, 
for this, we know, may occur practically 
without disease, at any age, and may also 
be one of the attending symptoms in the 
gravest trouble. It is quite possible to 
differentiate by these means and possibly 
save a patient from a life-time of anx- 
iety. 

Murmurs without organic disease can 
be robbed of terror by this test.. 

It is not uncommon for the ravages of 
the streptococcus to leave its mark in a 
decided mitral or other rough murmur 
that will leave us in doubt with our ordi- 
nary methods. But if there is no hyper- 
trophy or other unfavorable condition, 
and recurrence is unlikely, and the re- 
sponse is prompt and satisfactory, a fa- 
vorable prognosis is entirely safe. 

More important still is the application 
of this test in well marked cardiac dis- 
ease in directing the life and habits of 
the patient. Sometimes we have a pa- 
tient presenting all the classical symp- 
toms, and we are in doubt how much free- 
dom he may be permitted in following his 
occupation, in diet, place of residence, 
and so forth. It doesn’t matter what his 


symptoms are if repeated tests prove 
the integrity »f his heart muscle up to a 
high standard he may be allowed a wide: 
range of liberty. On the other hand, if 
other indications are not grave, but he 
fails persistently to meet the require- 
ments of this test, his condition is not 
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satisfactory, can easily grow worse, and 
he must regulate his life so as to live 
within the reserve power of his heart. 
This test is a valuable guide in the prog- 
nosis and treatment of cardiac trouble in 
those cases where it is permissible, and 
it is interesting to watch the return to 
the normal with increasing compensation 
under the influence of digitalis. 

In the treatment of tuberculosis, dia- 
betes, nephritis and many other chronic 
diseases the heart is of such vital im- 
portance that if we have a means of esti- 
mating its power we are in a much better 
position to give a sound prognosis and 
to know what to do. In many of these 
cases where the response is not satisfac- 
tory it is astonishing how promptly the 
blood pressure will swing toward the nor- 
mal under alkaline treatment, showing 
that acidosis is partly responsible. The 
earliest indication of tuberculosis may be 
unsatisfactory blood pressure and cal- 
cium deficiency. 

In the treatment of poisoned heart 
where this vital organ has been cursed and 
belabored by germs from without, or con- 
stantly bathed in blood loaded with poi- 
son from the intestinal tract, the kidneys, 
gums, throat, or other source, it is gratify- 
ing to make daily comparative tests and 
watch the improvement millimeter by mil- 
limeter with effectual elimination and con- 
structive heart treatment. Inno other way 
could the change be noted with such con- 
fidence. 

Of course this test is applicable to only 
a limited number of cases of heart disease 
in the terminal stage. But here it is not 
needed in the face of such symptoms as 
pulsating jugulars, the difficulties of res- 
piration, cyanosis, enlargement, dropsy, 
auricular fibrillation, heart block and other 
signs plainiy evident. In well selected 
cases in this class and in patients where 
compensation has been established it will 


_be found vaiuable. 


In a large number and wide range of 
cases this test has been found so uni- 
formly serviceable that it is strongly 
commended with the greatest confidence 
and with the feeling that the subject has 
not had the attention it deserves. 


DISCUSSION. 
Dr. John L. Davis, Waco, Texas.—There is 
only one indictment we can always bring against 
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Dr. Lankford when he presents these scholarly, 
classical papers. A good many of us feel we 
are on the firing line, but we always find Dr. 
Lankford a few steps in advance of us. He is a 
remarkably thorough student and close observer, 
and none of us can fail to endorse, as far as we 
understand and know, all the statements he has 
made in this splendid paper. I certainly endorse 
strongly his method of examining for impairment 
of the heart, as shown in the blood pressure in- 
strument under exercise. But there is a whole 
lot that is theoretical and is hardly practical as 
yet, because we must remember that taking 
blood pressure through the use of the sphyg- 
momanometer is a very recent procedure, and the 
ordinary physician, the every-day doctor, has yet 
had hardly enough experience to make his ex- 
aminations anywhere nearly as accurate as such 
a scholarly observer as Dr. Lankford will ascer- 
tain from his own work. The blood pressure in- 
strument in my judgment is one of the most 
valuable instruments of precision in diagnosis we 
have today. It is useful for the clinician and 
very useful for the medical examiner in life in- 
surance, in which department of work most of 
my energy has recently been exerted. We all 
feel that its findings are wonderfully valuable for 
our insurance companies, but for every-day ob- 
servation of these blood readings, as they are 
presented by the ordinary examiner, we have 
got to be satisfied with something that we know 
is only approximately accurate. The insurance 
company with which I am connected, as well as 
other leading companies, is carrying on a cam- 
paign of education among examiners for instruc- 
tion along the lines of using this most valuable 
instrument, and we are getting exceedingly good 
results, from a commercial standpoint; that is 
what insurance men are in the business for; so 
that we have to make these careful observations. 
In the company with which "am connected we 
have already readings in six thousand cases and 
these will soon be tabulated and given to the 
profession, so we may profit by the use of this 
instrument, which is endorsed by the leading 
physicians and leading insurance directors of 
the company. 

I am pleased to endorse everything the doctor 
has said so clearly. 

Dr. Lankford (closing).—The program is so full 
and valuable that I will not take up your time 
further except to emphasize the point that in 
the face of doubt and difficulty in diagnosis and 
prognosis of heart disease nothing has ever given 
me such assurance and comfort as this test. A 
thorough trial will demonstrate its usefulness 
in many different conditions, and I trust the pa- 
per has at least aroused some interest in the 
subject. 
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A NEW AND IMPROVED METHOD 
FOR TREATING OPIUM-MOR- 
PHINE ADDICTION.* 


By S. T. RUCKER, M.D. 
Memphis, Tenn. 


The Harrison “narcotic law” having 
caused a largely increased number of 
“drug users” to apply to physicians for 
relief, I feel it an opportune time to offer 
to the profession an improved method of 
treatment for drug addiction, based on 
rational procedures, the results of which 
have been uniformly good. The horrors 
and intense suffering incident to discon- 
tinuing the use of opium-morphine are 
eliminated. ‘The patient is kept in bed, 
asleep or drowsy for two days and a 
night, after which a fairly rapid conva- 
lescence takes place. ~ 

Almost every drug in the materia-med- 
ica has been used, or recommended, to 
treat opium-morphine addiction. Bella- 
donna and hyociamus were early used 
and found favor with some physicians. 
These drugs and their alkaloids are still 
relied on, mainly to lessen the pains and 
suffering a patient goes through when 
the opiate is discontinued entirely. Some 
ten years ago I tried out thoroughly these 
drugs in treating opium-morphine addic- 
tion and found them uncertain and unsat- 
isfactory. I soon abandoned their use, 
except to use atropine in the “after-treat- 
ment.” 

The habitual use of opium lessens ac- 
tivity of the secretory and excretory or- 
gans, inhibits intestinal peristalsis and 
disturbs the process of metabolism, hence 
diaphoretics, diuretics and purgatives are 
indispensable in treating the withdrawal 
symptoms. 

The treatment I use may be divided 
into (1) Preliminary, (2) Special, and 
(3) After-Treatment. 

1. When a natient presents himself for 
treatment, a conference is had with him 
to ascertain something of his character, 
motives and the amount of drug used. 
He is examined physically and a labora- 
tory examination of the blood and urine 
is made. If he is using two grains or 
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less of morphine per day, and his con- 
dition is good, he is given purgatives for 
two or three successive nights, an electric 
light bath every day and is put to sleep 
the third or fourth day after he enters 
for treatment. If a large amount of mor- 
phine has been taken for years, the pre- 
liminary treatment is extended to one or 
two weeks, according to the condition and 
needs of the patient. He is given a pur- 
gative of 5 te 10 grains of calomel and 
soda and two or three pills containing 
aloin, strychnine and Belladonna at about 
8 p. m. every other night and the electric 
light bath every other day. The drug is 
also reduced every other day. If the daily 
dose is 10 to 15 grains of morphine, he 
is reduced to 6 or 7 grains first cut, then 
say 1 grain reduction until about 2 grains 
are reached. 

2. Then the special treatment may be 
given, which is carefully carried out as 
follows: On the afternoon preceding the 
special treatment, 10 grains of calomel 
and soda, 10 grains compound Jalap pow- 
der and two or three pills containing aloin, 
strychnine and Belladonna are given at 
5 p. m. The last dose of morphine is 
given not later than 6 p. m. the same day. 
No supper is given. At 8 p.m. I give 15 
grains calomel and soda, 10 grains com- 
pound Jalap powder and three of the 
aloin, strychnine and Belladonna pills. 
The patient is left alone until 6 a. m. next 
day (first day of special treatment) when 
Epsom salts or some active effervescing 
saline is given in a tumbler of water. 
The patient is given a warm tub bath 
about 6:30 a. m. and put to bed in a 
different room from the one previously 
occupied. And the room vacated, also the 
clothes of the patient carefully searched 
some time during the day for any drug 
he might have secreted. At 7 a.m. 30 to 
85 grains of trional are given, followed 
by a glass of hiot sweet milk. At 10 a. m. 
and 2 p. m. the same size dose of trional 
is given, if the patient is awake, followed 
by the hot sweet milk. If patient is 
asleep when time for second and third 
doses of tridnal comes, one should wait 
until he awakens himself, then give the 
trional powder. 

The patient is kept in bed, shades down 
and room darkened and a special nurse 
assigned to care for him and give treat- 
ment for two or three days, or longer if 


SOUTHERN MEDICAL JOURNAL 


necessary. Nurse is instructed to keep 
things quiet in patient’s room and give 
water or milk when the patient is wide 
awake, and feel his pulse occasionally. 
No one is allowed to see the patient dur- 
ing the special treatment, except the doc- 
tor and nurse. 

At 6 a. m. the second day 90 grains 
of bromide soda is given in a tumbler 
of water. At 10 a. m. and 2 p. m. 60 to 
90 grains of bromide soda are given in a 
tumbler of water if patient is awake. 
The patient is kept in bed the second day 
and the room kept darkened and quiet. 
Physician should go in to see how the 
patient is doing at least twice a day. 

At 8 p. m. the second night 5 grains 
of calomel and soda and two or three 
aloin, strychnine and Belladonna pills are 
given with 7 or 8 grains of veronal. 

3. At 6 a. m. the third day the after- 
treatment is begun with a saline in a tum- 
bler of water. A tonic prescription of 
fluid extract cimicifuga 6 drams, avena 
sativa 9 drams and aromatic elixir 
enough to make 3 ounces, one teaspoonful 
in water is given at 7 and 10 a. m. and 2 
and 5 p. m. I also give hypodermically 
strychnine nitrate gr. 1-30 and atropine 
sulphate gr. 1-100 at 8, 12 and 5 p. m. 
These drugs are given in reduced dosage 
for two or three weeks. The patient is 
allowed to get up on the third day, if he 
feels like it. Baths are begun and con- 
tinued every other day. Light regular 
meals are allowed on the third day and 
increased as the patient’s appetite gets 
better. As a rule, the patient improves 
fast and soon feels better than when tak- 
ing opiates. 

Drug users can stand large doses of 
purgative medicines. Calomel will not 
salivate when combined with other purga- 
tives and followed by a saline to properly 
work it out of the intestines. The gums 
may become a little tender, but this will 
pass away in » few days. Drug patients 
will also tolerate large doses of hypnotics 
and will take 90 to 100 grains of trional 
(in three doses) during the first day of 
the special treatment without bad effects. 
Anuria occurred in one patient, but I be- 
lieve this was due to the patient’s condi- 
tion, rather than to the trional. I con- 
sider trional a safer drug to use than 
veronal. The electric light bath is ex- 
tremely useful. It is a powerful stimu- 
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lant to the general circulation of blood and 
increases the action of the skin and kid- 
neys, thereby promoting elimination of 
metabolic waste. It is also calmative to 
the nervous system and induces sleep. 
I have taken patients off of morphine 
without giving the electric light bath, but 
they do so :nuch better with it that the 
electric light bath is part of my routine 
treatment. 


Complications and suffering, if any, oc- 
curring during or after the withdrawal 
period, are due either to neglect in strictly 
carrying out the plan of treatment, or to 
some inter-current bodily ailment. In 
some patients, minor aches or pains may 
be caused by a bad tooth, a neuralgic 
diathesis and intestinal stasis. Such 
conditions, when they arise, must be 
treated symptomatically and by such rem- 
edies as the judgment of the physician 
may prompt. Some patients will go 


through treatment without complaint, 
and it is seldom that one will ask for an 
opiate. 


The psychic side of treatment must 


not be ignored. There is marked psychic 
deterioration :n some drug users. They 
develop a weak will, a lack of self-confi- 
dence, a fear of suffering and a tendency 
to falsify. Ethical ideas depreciate, and 
the moral standard is lower. This class 
of patients should be taught how to dis- 
cipline and cecntrol the emotions, how to 
re-educate confidence and will power and 
be urged to cultivate the ability to endure 
bodily ills and discomforts, like persons 
who do not use opiates, instead of resort- 
ing to drugs to relieve every little ache or 
pain. 


Finally, I will say that while this 
method of treatment is safe and a suc- 
cess when properly carried out, like other 
good things, it is capable of producing 
harm in the hands of the careless or ig- 
norant. The treatment can best be ad- 
ministered in hospitals and sanitariums 
where nurses, baths and other necessary 
facilities are available, and by physicians 
who will take the time to thoroughly fa- 
miliarize themselves with the method of 
treatment and who will take the pains to 
see that every detail of treatment is care- 
fully carried out. 


Goodwyn Institute. 


197 


PYELITIS IN INFANCY AND EARLY 
CHILDHOOD.* 


By L. R. DEBuys, M.D. 
Assistant Professor in the School of Med- 
icine and Assistant Professor in the 
Post-Graduate School of Medi- 
cine of Tulane University, 

New Orleans, La. 


Pyelitis, as its name implies, is an in- 
flammatory condition of the pelvis of the 
kidney occurring most frequently in in- 
fancy and early childhood and recognized 
in direct proportion to the thoroughness 
of the examination of the little patients 
and the completeness of the examination 
of their urines. 

It may be caused by several etiological 
factors, namely: 1, calculus irritation; 2, 
drugs, as, for example, turpentine, car- 
bolic acid, salicylic acid and cantharides; 
3, toxins, as is found in the acute infec- 
tious diseases: and 4, bacterial infections. 
The first of these is very rare at this time 
of life; the second is also rarely responsi- 
ble for the disease; the third is seldom 
recognized, probably due to infrequent 
urinary observations in the acute diseases, 
the cause of sudden rises in temperature 
being looked upon as always belonging to 
the disease, though urinary examinations 
if made during acute rises of tempera- 
ture, particularly during defervescence 
and convalescence, will frequently reveal 
a pyelitis as the exciting cause. It is more 
particularly with the last that this paper 
is concerned. 

Bacterial infections causing pyelitis 
are believed to gain entrance into the pel- 
vis of the kidney by three routes: first, 
through the blood; second, through the 
lymphatics; and third, by direct exten- 
sion from below upwards via the urethra, 
bladder, and ureters. The first of these 
has not been proven, but it is believed to 
be the explanation in those cases where 
male infants and small children without 
any evidences of cystitis or local inflam- 
mation of the genital tract are sufferers 
of this condition, but when there is a 
breach of continuity of the mucus or 
muco-cutaneous surface allowingof an 
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atrium through which the organisms are 
taken up by the blood stream and elimi- 
nated by the kidneys. The second route 
remains also unproven, but again in male 
patients with no evidences of cystitis or 
local inflammation of the genital tract, 
nor of loss of continuity of the mucous 
or muco-cutaneous surfaces, but who have 
pyelitis, the lymphatic system is credited 
as the route of infection. This evidence 
is intensified when the frequency of in- 
testinal trouble associated with pyelitis is 
recognized in the history of these pa- 
tients. The greater relative frequency of 
the infection of the right kidney in the 
adult seems to add weight to the theory 
of this method of infection upon the ex- 
planation of the close relation anatomi- 
cally between this kidney and the ascend- 
ing colon, caecum, and appendix. These 
two routes may also in some instances be 
the way by which the female may become 
infected. 

The third route, by direct extension 
from below upward, is by far the most 
frequent way by which the bacteria gain 
entrance into the pelvis of the kidney. 
In corroboration of this may be cited: 
First, the greater frequency of the dis- 
ease in the female; second, the anatomi- 
cal arrangement in the female, more pro- 
nounced at this time of life; third, the 
delayed changing of soiled diapers, the 
vulva being allowed to become buttered 
with the stool; fourth, ignorance in the 
hygiene of the soiled child: attempting to 
cleanse the child with the soiled diaper, 
using that part of the diaper already used 
on the anus and buttocks for wiping the 
vulva, all resulting in the production of a 
vulvitis or urethritis which is the atrium 
of infection. In substantiation of this, 
the organisms preponderating in the in- 
fection are found in the bowel. 

In the vast majority between 80% and 
90% of cases of pyelitis the offending or- 
ganism is the B coli communis which is 
usually found in pure culture in the urine. 
Occasionally other organs are found in 
the ufine of typical cases of B coli infec- 
tions, which organisms do not affect the 
course of the disease; and again the in- 
fection may be mixed, fortunately in a 
very small minority of cases, with pyo- 
genic cocci, in which instances the dis- 
ease is more obstinate in response to treat- 
ment. Most of the organisms other than 


the B coli communis which infect the uri- 
nary tract in infancy and childhood also 
belong in the colon-typhoid group. . 

The urine is usually markedly acid and 
cloudy. The specific gravity depending 
upon the output which is diminished in 
quantity. It contains a variable amount 
of pus and a little albumen which is due 
to the pus, and occasionally a few red 
blood corpuscles may be found, some epi- | 
thelial cells from the pelvis and ureters, 
and the bladder if it is involved, and many 
bacteria. Filtering of the urine does not 
remove its turbidity, as it is due to the 
organisms, which pass through the filter 
paper, the pus cells remaining on the fil- 
ter paper. 

The majority of cases occur under three 
years, and of these most of them under 
two. In from 90% to 96% of the cases 
females are affected. It is highly prob- 
able that much of the trouble in the adult 
female kidney may have origin in the in- 
fections of the kidney during infancy and 
childhood. 

Pyelitis may be primary or it may be 
secondary to a cystitis. In the acute cases 
there is found swelling of the mucous 
membrane and sometimes minute hem- 
orrhages. In those cases which continue 
there is usually an extension into the kid- 
ney, causing a pyelo-nephritis. 

The onset of pyelitis is sudden with 
chills and high temperature. These chills 
may recur or there may be only blueness 
and cold extremities. The fever fluct- 
uates widely from 100° to 1064° Fahren- 
heit, and there may be intervals of apy- 
rexia. The high rises of temperature 
may occur daily or there may be several 
rises during the twenty-four hours. Dur- 
ing the periods of apyrexia the patient 
may not appear at all ill. There may be 
anorexia, nausea and vomiting, irritabil- 
ity and restlessness and pain spasmodic 
in character, and tenderness may be found 
over the affected kidney, usually the right, 
and there may be a diarrhoea. In many 
instances the appetite remains unim- 
paired and the bowels regular. Sweating 
is a frequent symptom and is profuse in 
some cases. Frequent micturition and 
tenesmus is found in those cases compli- 
cated with cystitis. Splenic enlargement 
is not an uncommon occurrence and there 
may be a secondary anemia in the cases 
of prolonged duration. The blood shows 
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the evidences of inflammation, there be- 
ing a leucocytosis of moderate or marked 
degree, and the differential count shows 
a — increase in the polymorphonuclear 
cells. - 

Sometimes irritability, extreme pallor 
and an occasional fever may be the only 
symptoms. In these cases, however, it is 
probable that there may be a history of 
an acute attack at some time previous. 
Rarely convulsions, opisthotonos, coma, 
high fever with evidences of uremia or 
sepsis with a fatal ending, may occur. 

The urine at first shows a_ bacilluria 
and later pus, varying in quantity and 
epithelial cells from the various parts of 
the urinary tract involved. 

Pyelitis may last from a few days to 
six weeks or it may become chronic or 
progress to a pyelo-nephritis or a pyone- 
phrosis. 

The diagnosis of pyelitis depends upon 
the chills, characteristic fever, blood pic- 
ture, scanty urine, and pyuria. If to 
these are added pain and tenderness over 
the kidney the picture is complete. In 
acute illnesses in infancy and childhood 
the examination of urine should be as 
much of a routine measure as auscultation 


of the heart, and directions should always. 


be given how to secure the specimen as 
free from contamination as possible. If, 
in the examination of the urine, pus is 
found, another specimen should be secured 
under strict aseptic conditions by cathe- 
terization if the patient is a female, or if 
a male, by the use of a test tube or bottle 
attached by means of a finger cot and ad- 
hesive plaster to the patient. This speci- 
men should be examined both microscop- 
ically and culturaliy. In cases of illness 
where there is a chill and high tempera- 
ture this carefully collected specimen 
should be secured at the earliest possible 
moment. In this way it will be noted that 
the offending bacteria may be present 
before the pus is found and this will al- 
low of a prompt diagnosis and an early 
preparation of an autogenous vaccine. 
After pus has formed in the pelvis of the 
kidney its presence can be demonstrated 
in the urine. It is possible that the urine 
upon examination in cases of pyelitis may 
occasionally contain no pus and no bacte- 
ria. This is due to a temporary blocking 
of the ureter on the affected side. it is 
well, therefore, that a negative diagnosis 


of pyelitis should ndt be made from only 
one ‘examination of urine. Because of 
the infrequency of chills at this time of 
life and because they are caused almost 
always by pyelitis it is justifiable to make 
further catheterizations when negative 
urines are found. 

In adopting the foregoing plan the du- 
ration of many cases of pyelitis may be 
shortened by early recognition and 
prompt treatment, and the cases which 
do not respond may have the advantages 
of early autogenous vaccine therapy. 

The outcome of these cases is usually 
good, the danger being in an extension 
of the process into the kidney, producing 
a pyelonephritis and pyonephrosis. 

The treatment of pyelitis may be in- 
cluded under four groupings: First, 
drugs; second, irrigation of the pelvis by 
direct method; third, irrigation of the 
pelvis by indirect method; and fourth, 
vaccines. 

1. DrRuGs.—Many drugs have been ad- 
vocated for use in pyelitis, among them 
urotropin, potassium citrate, methylene 
blue, crosote and salol. Of these urotro- 
pin and potassium citrate are the most 
frequently employed. Urotropin is best 
given early and in large doses—2 to 3 
grains every three or four hours to a child 
from one to two years of age. It is given 
for the antiseptic property of the for- 
maldehyde liberated in the urine. Unless 
the urine is acid and the urotropin breaks 
up there is no use giving it. A simple 
and delicate test for formaldehyde is the 
phloroglucin test as described by T. D. 
Austin in the New York Medical Jour- 
nal March 28, 1914. -It is a 1% solution 
of phloroglucin in 15% sodium hydrate. 
By adding 5cc of urine to lcc of the 
reagent a color varying from a blood red 
to a trace of pink is shown, depending 
upon the dilution of the formaldehyde. 
By floating the urine on the reagent it is 
possible to detect the smaller traces more 
readily, the blood red representing a 1 
part in 1,000 and the trace of pink a dilu- 
tion of 1 part in 10,000,000. 

Potassium citrate is given in order to 
alkalinize the urine and thereby hinder 
the growth of the B coli communis, the 
most frequent offender. It also must be 
given in large doses, from 24 to 48 grains 
daily, to a child from one to two years 
old in order to produce the desired effect. 
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As the bacteria may become accustomed 
to a continued reaction, alternating the 
two foregoing drugs at times may be ef- 
ficient, in which event it is necessary to 
watch the raction of the urine closely. It 
may be alkalinized readily with the potas- 
sium citrate, but to change the reaction 
from alkaline to acid it is necessary to 
use some drug other than urotropin. Ben- 
zoic acid, one or two grains every three 
or four hours to a child from one to two 
years of age, will accomplish this. It 
should not be used in combination with 
the urotropin in prescriptions, as the uro- 
tropin may break up before ingestion or 
in the stomach and cause gastric symp- 
toms. 

Methylene blue and creosote for their 
antiseptic properties and salicylic acid ex- 
creted as a phenyl compound may some- 
times be of benefit, but are rarely used. 

2. The direct method of irrigating the 
pelvis of the kidney has been shown in 
the adult to be the most efficient means 
of combating a pyelitis and its results are 
spectacular, but unfortunately infants 
and small children are handicapped by 
being deprived of this excellent thera- 
peutic measure because of the relative 
size of the instruments and the parts of 
the patients. 

3. By far the most reliable measure of 
treating pyelitis in the small patient is 
by irrigation of the pelvis of the kidney 
by indirect method. . By this is meant the 
giving of large quantities of liquids. It 
is well to dilute their food so that they 
may be always hungry and in order to 
satisfy their hunger they must take large 
quantities of fluids to receive a sufficient 
quantity of nutriment. It is well to give 
them fluids regularly day and night at in- 
tervals of two hours or shorter. In this 
way the pelves of the kidneys are kept 
clean and the pus is constantly diluted 
and washed out, preventing the forma- 
tion of large masses of pus and thereby 
diminishing the frequency of the plugging 
of the ureters with the incident high rises 
of temperature. In this way also many 
cases of pyelitis in infancy and early child- 
hood are kept relatively free from fever 
and comfortable throughout the disease, 
their resistance improved and their conva- 
lescence shortened. 

4. Vaccines are sometimes of benefit 
and should be autogenous. Their effect 


is not uniform and reliable, but in some 
instances has been of advantage. They 
should be given in doses beginning with 
50,000,000 and increasing rapidly to 200,- 
000,000 or even 250,000,000, the inter- 
val varying from three to five days, de- 
pending upon the reaction of the patient 
and the recovery from the reaction. In 
the resistant cases and the chronic cases. 
the autogenous vaccine is more especially 
indicated. Should the vaccine not pro- 
duce after from three to five vaccina- 
tions an immunity as shown by the bacte- 
ricidal property of the blood, its use should 
be discontinued. 


DISCUSSION. 


Dr. J. Ross Snyder, Birmingham, Ala.—I move 
that the privileges of the floor be extended to Dr. 
Gegenbach, of Denver, Colo. Seconded and car- 
ried. 

Dr. Frank P. Gegenbach, Denver, Colo.—Dr. 
DeBuys has covered the ground so thoroughly in 
his paper that all I can do is to impress one or — 
two points. It is well to remember that both 
pyelitis and pyelocystitis, while perhaps not so 
frequent, are fairly frequent as causes of so- 
called obscure febrile diseases in children. We 
had to harp for a long time on otitis media be- 
cause practitioners would not routinely examine 
the ears, but now that they are educated to do so, 
they are looking for otitis media as an obscure 
cause of fever in children. We will also have to 
educate the practitioner along the line of exam- 
ination of the urine as that is the only way we 
can make the diagnosis to a certainty. A routine 
examination in‘children is just as essential as in 
adults. 

As regards the treatment, I want to add that 
in my experience I have had a little better suc- 
cess with the use of citrate of sodium rather than 
citrate of potash, and also in the use of indirect 
irrigation I not only give large amounts of liquids 
by the mouth, but routinely irrigate the bowels 
once or twice a day with normal salt solution, to 
which I add citrate or bicarbonate of soda. 

Dr. Rogers Hays, North Carrollton, Miss.—The 
blood picture in these conditions is very valuable. 
Often examination of the urine fails to show pus. 
In two cases I have seen the urinalysis show nor- 
mal urine, but the blood picture was that of a 
marked leucocytosis. Operation revealed an oc- 
cluded ureter, the normal urine coming from a 
healthy kidney. If urinary examination fails to 
disclose pus when the blood picture shows 
marked leucocytosis we should not forget a pos- 
sible occluded ureter. 

Dr. J. Spencer Davis, Dallas, Texas.—In those 
cases associated with chills, the diagnosis for- 
merly made was malaria, especially if the chills 
were repeated. Since the microscope has come 
into general use we do not find this diagnosis so 
frequently made. The mere presence of bacteria 
in the urine is not sufficient evidence to make a 
diagnosis of pyelitis, as bacteria are found in 
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freshly passed urine without there being any in- 
flammation of the pelvis of the kidney. 

All our attention should not be centered upon 
the kidney, but due attention should be given the 
intestinal tract. Frequently the pyelitis clears up 
atter cleaning out the intestinal tract, preferably 
with mild mercurial, followed by something like 
cascara. Very small doses of calomel are a de- 
cided help in treating this type of case. 


Dr. L. W. Elias, Asheville, N. C.—As to exam- 
ination of the urine, some of us simply examine 
it for albumin, and this may not show the pres- 
ence of pus. But we must use the microscope to 
tellus whether the child has pyelitis or not. 

In reference to the use of urotropin, Dr. Free- 
man, of New York, contends that we do not use 
large enough doses. We can give a baby a year 
or two of age a dram in twenty-four hours, watch- 
ing the effect on the kidney. Where kidney irrita- 
tion results the picture is most alarming in that 
you get the urine full of casts and albumin. Sim- 
ply stop the drug and in twenty-four hours these 
symptoms all clear up. One may succeed by giv- 
ing large doses where small ones failed. 


Dr. John M. Cooper, Enid,- Okla.—In order to 
emphasize the remarks of the last gentleman 
with regard to examining the urine under the 
microscope, I want to relate one case. 

A general practitioner brought a sample of urine 
from a little baby to my office for examination. 
On questioning him he told me that he had made 
what he called a complete chemical examination 
of the urine. This child gave a history similar 
to that given by the essayist. The child was 
brought from Texas to Oklahoma early last 
spring. If I remember correctly, going back to 
the point of examining the urine under the micro- 
scope, I insisted upon a specimen of the urine, 
and upon examination with the microscope we 
found the general characteristics of pyelitis in 
the urine together with colon bacilli, and fearing 
some mistake might have been made, we decided 
—" it a second time, and with the same re- 
sult. 

The next point I want to make is the success 
that we have had in this particular case by a 
colon vaccine. I have used a great deal of the 
vaccine, and I must confess I never saw any case 
of colon baccilus infection clear up in as short 
a time as this one did, together with the use of 
urotropin, and with large quantities of water by 
the mouth. 


Dr. H. L. Moore, Dallas, Texas.—It has taken 
me many years to learn this one point, that is, 
in any case of remittent or intermittent fever in 
a child under three years of age, always remem- 
ber the possibility of pyelitis, especially if the 
child is a female; then get busy and make your 
differential diagnosis. 


Dr. Philip F. Barbour, Louisville, Ky.—I would 
like for Dr. DeBuys to express his opinion on 
one phase of his subject. I have frequently found 
pus in the urine of children after centrifuging 
the urine and yet the cases have not been such 
as I would diagnose clinically as pyelitis. I have 


seen cases in which the removal of the focus of 
infection, whether in the bowel, the tonsil, or 
the middle ear, would entirely clear up the pus 
from the urine. I have felt that such cases were 
not really cases of pyelitis, but one is often at 
a loss to decide whether there is a real infection 
in the kidney or whether it is secondary to some 
primary focus. 

I am really opposed to the use of urotropin in 


“ cases of pyelitis; my experience has been un- 


pleasant when I have used large doses of uro- 
tropin, and I would not think of giving a child a 
dram and a half per diem. I have sometimes 
found that a child will pass blood and have a 
good deal of dysuria after the administration of 
urotropin even in small doses. I prefer the ci- 
trate of potash to any other treatment, and I 
have not had the same unpleasant symptoms 
with it that I have had with formaldehyde prep- 
arations. 


Dr. William L. Moore, Tallahassee, Fla—I do 
not wish to discuss the paper at all of Dr. De- 
Buys, but there is one question I would like to 
ask him to answer, and that is as to the differ- 
ential count in these cases. He mentioned that 
as one point in making the diagnosis. My expe- 
rience has been that the differential count in 
children varies very much, even in apparently 
normal children, and I would like to have that 
point brought out clearly. 


Dr. L. R. DeBuys, New Orleans, La. (closing.)— 
I want to thank the members of the Section for 
their very generous discussion. 

In reply to the first question relative to there 
being no pus, I stated rather emphatically, I 
think, that we should not eliminate pyelitis as a 
possibility in a child where there is a chill and 
fever upon one examination of urine. Blocking 
of the ureter may occasion the absence of pus 
in one examination. 

As to the next point, in my experience chills 
are not very frequent in infancy and early child- 
hood from malaria. We find there may be a 
blueness of the skin in the child with coldness 
of the extremities, but when I see a chill in an 
infant I must be convinced it is not pyelitis. 

Urotropin given in pyelitis in adults or in chil- 
dren, or in no matter what other disease it may 
be, should be given with very close observation 
made of the urine. I have seen some irritation 
of the kidneys due to urotropin and by discon- 
tinuing this drug the eviaences of irritation, al- 
bumen and casts have disappeared. Pus cells in 
groups in the urine are what I depend upon for 
diagnosis in urine examinations. A routine or 
casual examination should be made and if pus 
is present, no time should be lost in securing a 
proper specimen for microscopic and _ bacterio- 
logic examination. 

A differential blood count in infancy is dif- 
ferent from that in the adult. The lymphocytes 
are relatively in larger quantities in early in- 
fancy and childhood, and 70% polymorphonuclear 
count is quite a high one in infants or children 
under three years of age. ‘ 
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A CRITICAL STUDY OF THE WAS- 
SERMANN AND LUETIN REAC- 
TIONS DONE SIMULTANEOUS- 

LY ON 500 CASES.* 


By H. L. MCNEIL, B.A., M.D. 
Instructor in Medicine University of 
Texas Medical School 
Galveston, Texas. 


The following report is based princi- 
pally upon some as yet unfinished inves- 
tigations in which we were engaged at 
the University of Texas Medical School 
at Galveston. The object of these is to 
determine the percentage of the negro 
race which is infected with syphilis. The 
present paper, therefore, is simply a 
branch, as it were, of this work, but we 
feel that such a report is justifiable for 
several reasons, chief of which is the vi- 
tal interest of both of these reactions to 
the profession as a whole, and more espe- 
cially since some doubt has recently been 
cast upon the specificity of the luetin re- 
action, particularly by Sherrick, of Min- 
nesota. (J. A. M. A., 1915, LXV 399.) 

Before reporting the details of our ob- 
servations it would perhaps be well to 
describe briefly the technique which we 
have employed. The Wassermanns in the 
following cases; were done according to 
Noguchi’s technique, using the anti-hu- 
man hemolytic system instead of the anti- 
sheep system of the original Wassermann 
test. The blood for the Wassermanns is 
taken and the luetin given to every negro 
patient admitted to the John Sealy Hos- 
pital as a routine. This is done as soon 
after admission as possible. The luetin 
is given according to Noguchi’s technique, 
namely: 0.07cc, or about two minims, in- 
tradermically. The luetin used in the ma- 
jority of these tests was obtained from 
the Rockefeller Institute for Medical Re- 
search through the kindness of Dr. No- 
guchi, to whom we wish now to express 
our appreciation. The remainder was ob- 
tained from H. K. Mulford & Co. All of 
these tests, both the luetins and the Was- 
sermanns, were done and interpreted by 
myself. In interpreting both of these 


*Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, Nov. 8-11, 1915. 


reactions we have endeavored to be as 
conservative as possible, calling only those 
Wassermanns positive which showed a 
fixation of at least 75%. We have con- 
sidered only those luetins positive which 
showed a definite, indurated papule of at 
least 4mms diameter, which persisted for 
at least four days after the injection. The 
majority of our positive luetins were clear- 
cut and offered no room for doubt. There 
was a certain unpleasant number of bor- 
derline cases, however, in which we were 
in doubt. These we have considered neg- 
ative. The most troublesome luetin for us 
to interpret has been a small (2-4 mms.), 
hard, indurated papule with little or no 
redness or inflammatory reaction, lasting 
for a day or so and then disappearing. 
Another confusing reaction which we have 
noticed, especially with the luetin fur- 
nished by Mulford, has been a small, pin- 
head sized, seropurulent bleb, appearing 
usually about twelve hours after the in- 
jection and persisting usually for one or 
two days. There is no inflammatory 
areola about these blebs, nor is there, as 
a rule, any induration. We have been 
unable to determine any relation between 
these reactions and syphilis. Our feeling 
is that they are probably bacterial in ori- 
gin. Regarding bacterial infection in the 
luetin reactions: unless the lesions just 
described were bacterial we have had but 
two such infections. Both of these were 
typical abscesses, containing pus and 
staphylococci, and could in no way be 
confused with a positive luetin reaction. 
In all of our luetins we have sterilized 
the skin before injecting with 95% alco- 
hol alone. In both of the cases in which 
infection occurred the luetin used in the 
test had been kept in a warm room for 
several days. It is only necessary to see 
one such case of infection in order to be 
able to distinguish it readily from a posi- 
tive luetin reaction. 

In the following report we shall at- 
tempt to study several features of our re- 
actions. First, the relation of the posi- 
tive luetins te‘the positive Wassermanns. 
Second, can the 1 etin be used as a substi- 
tute for the Wasse’mann reaction? Third, 
is the luetin reaction specific? Fourth, 
is the Wassermann reaction specific? Be- 
fore proceeding further I wish to present 
the following protocol of our cases: 


. 
i 
| 
a 
| 
| 
} 
| 
| 
oud 
t 
{ 
H 
hi 


M’NEIL: STUDY OF WASSERMANN AND LUEIN REACTION 


PROTOCOL NO. 1 


Wassermanns and luetins on the same patient at the same 
time 


Total number positive Wassermanns......... 138 
Total number positive luetins................. 111 
Both Wassermanns and luetins positive...... 66 


Both Wassermans and luetins negative....... 317 
Positive Wassermanns and negative luetins. 72 
Positive luetins and negative Wassemanns.. 45 


At first glance at these tables the most 
striking characteristic is the compara- 
tively small number of cases which show 
a positive reaction to both the Wasser- 
mann and the juetin reaction. Only about 
half of our positive cases showed a posi- 
tive reaction to both tests.* There were 
more positive Wassermanns than positive 
luetins. Regarding the complementary 
value of these tests we have been 
especially interested. What percentage of 
the so-called doubtful Wassermanns 
will be cleared up by a_ positive 
luetin? Our experience has been that the 
two reactions are, in fact, of considerable 
complementary value. About one-third 
of our doubtful Wassermanns were on pa- 
tients who gave positive luetins, while 
about the same number giving doubtful 
luetins gave positive Wassermanns. 

Regarding the negative luetin reactions 
in those who are clinically syphilitic, we 
are able to substantiate the findings of 
all who have had much experience with 
this test, namely, that the luetin is apt 
to be negative in untreated primary or 
secondary syphilis, while the Wassermann 
is usually more strongly positive at this 
stage than at any other time. The inci- 
dence of the positive luetins varies, there- 
fore, directly with the age of the infection, 
while the incidence of the positive Was- 
sermanns varies inversely with the age 
of the infection. We have also noted an- 
other point in regard to the luetin reac- 
tion in syphilitics which we have not 
heretofore seen mentioned. This is a 
phenomenon somewhat resembling the 
negative tuberculin (Von Pirquet) reactions 
in patients who are very far advanced 
in the disease of tuberculosis. We have 
noted a number of cases of undoubted 
syphilitics in all stages of the disease, in- 
cluding the tertiary,,wh, were greatly 
emaciated or who vre about to succumb 
to the disease, in whom the luetin reac- 
tion was entirely negative. Such cases 
will, however, give a good Wassermann 


*Approximately 25% of these had had potassium 
iodide before or during the test. 
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reaction almost invariably. Concerning, 
therefore, the first question which we 
have attempted, namely, the relation of 
the positive luetin to the positive Wasser- 
mann reaction, and of both to the clinical 
findings, we have found the following to 
be true in this series of cases. Practi- 
cally all cases of known clinical syphilis 
react positively to either the Wassermann 
or the luetin reactions. A negative reac- 
tion to both tests, while not absolutely. 
ruling out syphilis, is, of course, of much 
more value than a negative reaction to 
either test separately. A negative Was- 
sermann reaction is of much more signifi- 
cance than a negative luetin reaction. 
The Wassermann reaction is of much 
greater value than the luetin reaction in 
the diagnosis of syphilis. 

Regarding the question of whether the 
luetin test is specific for syphilis, 
we have been particularly interested re- 
cently. Until a few months ago the lue- 
tin reaction, so far as I am aware, has 
been regarded by every one who has used 
it at all frequently as specific for syph- 
ilis alone. Recently, however, several ob- 
servers have reported that positive reac- 
tions could be obtained in syphilitics by 
the injection into the skin of other sub- 
stances than luetin. Positive reactions 
could be obtained with ordinary liver ex- 
tract, with peptone, agar-agar and other 
proteids instead of the extract of the 
spirochaeta pallida. These reactions were 
not, however, so marked as a rule as were 
those given by the pallida extract. Sher- 
rick has, moreover, recently reported 
that he is able to obtain a_ positive 
luetin in 99% of all individuals, re- 
gardless of whether they have syph- 
ilis or not, by the preliminary ad- 
ministration of potassium iodide in 
sufficient quantities (40 to 60 grains 
per day for several days). We had our- 
selves, at one time, been great believers in 
the so-called provocative treatment for 
bringing out a positive luetin in a suspect- 
ed case. To a suspected or doubtful case 
who had given a negative or a doubtful 
luetin, and who we thought ought to have 
a positive one, we would give potassium 
iodide and mercury for several days, usu- 
ally a week, and then do another luetin. 
This procedure we found so exceedingly 
satisfactory, and our clinical judgment 
was proven correct in so many cases, that 
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we ourselves had begun to suspect 
that our diagnostic ability was too good 
to be true, when Sherrick published a re- 
port of his cases. 

During the past several months we 
have been endeavoring to either confirm 
or refute the claims of Sherrick experi- 
mentally. Our experiments were con- 
ducted as follows: First, all cases in 
whom we were able to investigate the 
medication before and during the admin- 
istration of the luetin were investigated. 
This series consisted of about four hun- 


PROTOCOL NO. 2 

The relation of positive luetin reactions to the adminis- 
tration of potassium iodide and to the presence of clinical 
syphilis, in 400 cases: 


Syphilitics with positive luetins.............. 72 37 
Syphilitics with negative luetins.............. 42 2 
Clinical non-syphilitics with pos. luetins.... 59* 36 
Clinical non-syphilitics with neg. luetins..,.227 6 


*Including 30 selected cases of non-syphilitics. 


dred cases. A glance at our second proto- 
col, consisting of the four hundred cases 
which we have been able to study in such 
a manner, wiil show that the majority 
of our positive luetins were on patients 
who had had potassium iodide at some 
time before the interpretation of the test. 
We have also found the delayed reaction to 
have been frequently present in these 
treated cases. The second step in our in- 
vestigation of the effects of potassium 


iodide has been to select all cases admitted 


who had negative Wassermanns and who 
had no clinical signs of syphilis. An abso- 


PROTOCOL NO. 3 
Total number of patients having K. I.* 
during the luetin test or before the test.. 81 
Number giving positive luetins...............- 
Number giving negative luetins.............. 
*We have considered only those cases having grs, XX. 
or more per day. 
lutely negative history was obtained in all. 
This series consists of some thirty patients. 
After the negative luetin had been ob- 
tained we waited two weeks and then be- 
gan the administration of potassium 
iodide, 15 grains t.id., increasing in 
some cases to 30 grains t.i.d. All of this 
series gave positive reactions, and all ex- 
cept five gave severe reactions. Finally 
the test was done on myself in the same 
way and a beautiful positive reaction ob- 
tained, while several previous ones had 
been negative. We have been able in a 
few of these cases (six) to do still an- 
other luetin lest several weeks after the 
positive one had been obtained, and after 
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the potassium iodide had been discon- 
tinued. Three of these six cases gave 
good positive reactions one week after the 
discontinuance of the potassium iodide. 
One gave a weak positive reaction. Four 
of the six were negative to the luetin test 
two weeks afier the discontinuance of the 
medication, while two were still positive. 
One was still positive at the end of the 
fourth week, becoming negative after six 
weeks, however. 

The question immediately arises, as a 
result of such findings, as to whether the 
luetin reaction has any value at all. A 
study of our cases, and of many others 
reported, will, however, show that many 
do react to the luetin without the exhibi- 
tion of any medicines whatever, and that 
the majority of cases so reacting give 
strong evidences of clinical syphilis. As 
we have said, syphilitic individuals may 
react to the injection into the skin of many 
foreign substances, while a normal indi- 
vidual will fail to react. In the same way 
patients saturated with potassum iodide 
will react to many other substances than 
luetin which are injected into the skin. It 
would seem possible, therefore, as has been 
suggested by others, that the infection with 
the spirochaeta pallida produces a special 
change or sensitization of the skin analo- 
gous to that produced by the action of po- 
tassium iodide. Regarding the reaction 
of the skin during the administration of 
other medicines we are unable to speak 
definitely. We feel sure, however, from 
our statistics, that neither mercury nor 
salvarsan alone will produce a positive re- 
action. We have noticed in the study of 
our medications, however, that a number 
of otherwise negative patients had been 
on protiodide of mercury for some time 
before the luetin was obtained. As a re- 
sult of this work with the luetin re- 
action, therefore, and of a study of 
its relation to the administration of 
potassium iodide, we conclude that it 
is not a specific reaction for syphilis in 
the true sense of the word, but that, if the 
proper precautions are taken, especially 
as to the previous administrations of 
medicines, not only of potassium iodide 
but of all medicines, it is of value in the 
diagnosis of syphilis. 

Finally, what conclusions have we 
drawn from this work as to the actual 
working value of the Wassermann reac- 
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tion? It is, in the first place, our belief 
that the Wassermann reaction is of great 
diagnostic value when properly done and 
interpreted. -And by this I mean inter- 
preted by the man who has studied the 
case, by the clinician, and done by a 
trained laboratory man with whom he is 
personally acquainted, and in whom he 
has confidence, and not by a man whom 
he has never seen and about whose meth- 
ods he knows nothing. The joker in the 
statement, which is usually made by the 
laboratory men, and especially by the so- 
called “commercial laboratories,” that “a 
positive Wassermann reaction means 
syphilis,” is, in my opinion, the omission 
of a description of the technique used in 
the reaction. There are almost as many 
kinds of Wassermann techniques as there 
are stars in heaven. An _ investigation 
will show that hardly any two men do 
their Wassermanns alike. If it is borne 
in mind by the clinician that there is a 
personal element in the doing of a Was- 
sermann reaction and that an accommo- 
dating laboratory man can by proper ti- 
tration, or rather by improper titration 
of the reagents, make a negative or a 
doubtful reaction become positive at will, 
he will more readily realize, perhaps, the 
importance of a careful selection. More- 
over, just as Wassermann techniques 
vary, so do the interpretations as to what 
constitute positive and negative reactions. 
The remedy for this state of affairs is, of 
course, a standardization of the Was- 
sermann techniques, so that one technique 
can be used by all to the exclusion of all 
other methods. This remedy is perhaps 
distant, but will probably come. The 
other remedy, which all can apply, but 
which, unfortunately, too many do not ap- 
ply, is the more careful consideration of 
clinical findings’ and of clinical judgment 
with a more careful selection of the labo- 
ratory man. In other words, the report 
of a positive Wasserman reaction should 
be considered as a symptom and not as a 
diagnosis in itself. 


DISCUSSION. 

Dr. J. J. Terrill, Temple, Texas.—I have been 
very much interested in this paper from a clin- 
ical standpoint. It is a paper well worth think- 
ing of, and there are many points in it that de 
serve further emphasis. The doctor has men- 
tioned the possible effect of potassium iodid in 
bringing out a positive luetin reaction. I wish 
to mention the possible effect of potassium iodid 
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upon the Wassermann reaction. It has been 
taught that the administration of iodids and mer- 
cury will provoke a Wassermann reaction in 
cases that did not previously give it. We tried 
the administration of potassium iodid to provoke 
such a reaction, and it provoked so many of our 
patients we were uncertain about the results. So 
we took a series of ten individuals, with nega- 
tive histories, and in which we got negative Was- 
sermanns, and administered ten grains of potas- 
sium iodid every three days for several days, and 
had a Wasserman reaction, the blood being ex- 
amined by the Nogouchi technic. We found, 
without exception, upon the first day after dis- 
continuing the three-day treatment with potas- 
sium iodid the blood gave the same reaction. 
In other words, if one interprets with X’s they 
would vary between 2 plus to complete fixation. 
In those individuals with negative Wassermanns 
previously and with negative histories, on leav- 
ing off the potassium iodid, these all cleared up 
at the end of five days and showed a negative 
reaction, and that has raised a strong doubt in 
my mind as to the value of the so-called provoca- 
tive reaction. I simply offer that as a sugges- 
tion. If the provocative reaction is shown to be 
reliable, I feel a sufficient space of time, not less 
than seven, but better, fourteen days, should 
elapse after the use of potassium iodid or mer- 
cury before the Wassermann reaction is tested. 

The question of the interpretation of the re- 
sults of the Wassermann in my mind is either 
a positive or negative reaction. There is no 
question but that a doubtful reaction which is 
gotten ought to be regarded as such and re-ex- 
aminations made and considered with the clin- 
ical history. Every Wassermann should be in- 
terpreted in the light of the clinical history. 
Any practitioner who allows a laboratory man 
to make a diagnosis of syphilis for him from the 
Wassermann reaction will get into shallow wa- 
ter and run into the rocks sooner or later. 


A PLEA FOR UNIFORMITY IN THE 
WASSERMANN REACTION.* 


By COURTNEY W. SHROPSHIRE, M.D., 
Genito-Urinary Surgeon to the Hillman 
Hospital, Birmingham; Consulting 
Urologist Birmingham 
Infirmary 


and 


CHAS. WATTERSTON, M.D. 


Serologist to the Hillman Hospital, 
Birmingham, Ala. 


The Wassermann reaction, one of our 
most valuable methods of establishing the 
existence or non-existence of syphilis in 
an individual under observation, has re- 


*Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, Nov. 8-11, 1915. 
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cently been criticised very severely by 
several members of the medical profes- 
sion. These criticisms we acknowledge 
are just, and judging by the statistics pre- 
sented mild, considering the great varia- 
tion in the results. 

Uhle and Mackinney (1) in a series of 
107 tests on patients clinically free of 
syphilis, and with no history of syphilis, 
obtained a positive Wassermann reaction 
in from 2.6 to 18.1% of the cases exam- 
ined. This work was done by ten differ- 


ent serologists. 


In patients suffering with primary, sec- 
ondary and tertiary syphilis in a series 
of several hundred cases, the positive re- 
sults varied from 50% to 100%; and in 
a series of 168 cases five different serolo- 
gists agreed in their findings in but 47% 
of the cases. 

J. A. Fordyce (2) finds a very large 
percentage of Wassermann reports unre- 
liable and places the blame more on the 
technique than on the reaction itself, which 
he considers of value. 

Edward L. Keys, Jr. (3), concludes 
after a lengthy article that: 

1. A negative Wassermann is not suf- 
ficient evidence of the cure or absence of 
syphilis. 

2. A positive Wassermann unsupported 
by clinical evidence is not sufficient evi- 
dence of the presence of syphilis. ; 

3. <A positive Wassermann does not 
prohibit matrimony. 

4. A negative Wassermann after sal- 
varsan in the first year of the disease 
does not mean that the patient is cured, 
or that lesions will not reappear before 
the reaction again becomes positive. 

5. The return of chancre, glands, erup- 
tion and positive Wassermann reaction a 
few months after control of the disease 
by salvarsan in its first few weeks does 
not prove reinfection. 

M. F. Schlesinger (4) acknowledges 
wide discrepancies and attributes them to 
modifications in the technique or to tech- 
nical errors on the part of the serologist. 

Abraham L. Wolbarst (5) finds that 
three serologists agreed in their results 
in 42%. of the cases, differed in 19%, and 
contradicted each other in 39%. 

Chester T. Stone (6) deplores the fact 
that there is no standard in either reagent 
or technique for the Wassermann reac- 
tion, and speaks reluctantly of uniformity 


in results. He also says that the tendency 
is towards a greater percentage of posi- 
tives, many of which are false. In clos- 
ing he gives a long list of possibilities caus- 
ing error. 

Albert Faller (7) attributes the errors 
in great part to heating the serum during 
inactivation, or to the presence of natural 
antisheep amboceptor which exists in the 
patient’s blood. Dr. Faller used the 
Hecht-Weinberg test and it was brought 


out in the discussion that each of the gen- . 


tlemen discussing his paper used a dif- 
ferent reaction or modification. 

D. M. Kaplan (8) concludes: 

1. The Wassermann reaction from a 
theoretical standpoint has very little in 
common with the side-chain theory of 
Ehrlich. 

2. Technically, only unquestionably 
positive results are to be taken into con- 
sideration by the laboratory and by the 
clinician. 

8. Practically, one should not consider 
a Wassermann reaction without obtaining 
a good history and a complete physical ex- 
amination. 

William Litterer (9) considers the tech- 
nique of Wassermann the best, and says 
that errors are due to a lack of control 
and failure to standardize reagents. 

From the above abstracts taken from 
the literature of the last two or three 
years it will be seen that every one who 
uses the Wassermann reaction constantly 
in their work meets with considerable 
variation in the results obtained from dif- 
ferent laboratories, in some instances re- 
ceiving a negative and a positive report 
on the same blood at the same time from 
two different workers. 

Believing as we do that the members 
of the medical profession want accuracy 
above all else in laboratory work, we are 
going to present to them some of the 
methods now in use for performing the 
complement fixation test in syphilis. At 
the same time it must be remembered 
that these are only the recognized modi- 
fications, and that every serologist changes 
the technique to meet the requirements 
of his work. 

At the head of the list would be placed 
the Wassermann reaction as suggested by 
Wassermann, Neisser and Bruck. In this 
reaction inactivated or heated patients’ 
serum is used, together with the watery 
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or alcoholic antigen. This antigen is made 
from the liver of a syphilitic foetus. The 
complement is derived from the guinea 
pig, and this is to be taken fresh on the 
day the test is performed. Sheep corpus- 
cles and anti-sheep amboceptor derived 
from rabbits are used in the hemolytic 
system. 

This test is known as the original Was- 
sermann reaction, and all modifications 
are based on this original principle. 

Dr. Noguchi, of the Rockefeller Insti- 
tute, devised a system in which the pa- 
tient’s serum is not heated or inactivated, 
the antigen is an acetone insoluble lipoid, 
and this is used in conjunction with 
guinea pig serum, human corpuscles and 
paper impregnated with anti-human am- 
boceptor derived from a rabbit. The 
claim for this test is that it does away 
with natural amboceptor existing in the 
patient’s blood, thus rendering the test 
more accurate, and at the same time the 
amboceptor being dried on paper is more 
stable. 

Bauer modifies the test so as to exclude 
the amboceptor, using only the natural 
anti-sheep amboceptor existing in the 
blood to be examined. This test has no 
advantage over the two above mentioned 
— that it can be performed very rap- 
idly. 

The Hecht-Weinberg modification aims 
at doing away with amboceptor and com- 
plement except the natural amboceptor 
and complement existing in the patient’s 
blood. It also makes the test quantitative. 
An antigen containing proteins will give a 
positive result with this test in some cases 
free of syphilis. 

Stern modifies the test so as to use no 
complement except that existing in the pa- 
tient’s blood. Complement is the most 
unreliable substance used in the test, and 
since the test is a complement fixation 
test, and we test for a fixed amoiint of 
complement, a test in which an unknown 
quantity is present has little value. 

Sheep corpuscles are used in the hemo- 
lytic system. 

Tchernogubou further simplifies the 
test, using in one modification an anti- 
human system collecting the blood in so- 
dium citrate to prevent coagulation, and 
adding antigen to unite with its specific 
antibody and fix complement. Later an 
anti-human amboceptor is added to deter- 
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mine whether or not fixation has taken 
place. 

The second modification of Tchernogu- 
bou uses normal amboceptor and comrle- 
ment, but instead of the human corpus- 
cles the corpuscles of a guinea pig are 
used. This test is used in a great many 
places in the South. The results will vary 
a great deal because there is no way to 
balance the hemolytic system. 

Browning and Mackenzie have described 
a system in which an anti-ox hemolytic 
system is used. The claim for this sys- 
tem is that there is very little anti-ox am- 
boceptor in human blood; also, according 
to their technique, the test is made quan- 
titative. 

These represent a majority of the recog- 
nized complement fixation tests now in use 
to determine the presence or absence of 
syphilis, but it must be remembered, as 
was said earlier in this paper, that each 
observer has his own technique as regards 
volume, time of incubation, strength of 
amboceptor and selection of antigen. 

The most common antigens being used 
at the present time are: 

1. The specific antigen made from 
known syphilitic tissue, as heart or feetal 
liver. 

2. Acetone insoluble lipoid. 

3. Non-specific antigen made from the 
hearts of guinea pigs or non-syphilitic 
human heart. 

4. Cholesterin fortified antigen, which 
is a non-specific antigen to which a defi- 
nite amount of cholesterin has been added. 

It is distressing to think that a test as 
valuable as the Wassermann test should 
be subject to such wide variation as to 
material and technique, yet it is a fact: 
and contradictory reports result which 
reflect on the clinician as well as the se- 
rologist. 

To our knowledge there are several men 
doing the Wassermann reaction using un- 
heated serum, and in addition are adding 
complement. This first gives an excess of 
complement, and as they use crude alco- 
holic extract antigen, there is danger of a 
false positive or proteotrophic reaction. 

It was my misfortune to have contra- 
dictory findings in two bloods which I ex- 
amined during the last year. In both 
cases, however, the physician or surgeon 
in charge of the case was advised to col- 
lect a third specimen and mail it to Dr. 
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Albert Keidel, of Johns Hopkins Hospital, 
Baltimore, for further examination. 

One of these cases was a woman from 
Atlanta, Ga., who had received a positive 
report just a few days before I saw her. 
My report was negative, and I imme- 
diately suggested to Dr. J. D. S. Davis 
that he send a specimen to Dr. Keidel. Dr. 
Keidel’s report was also negative. 

The other case was that of a man who 
had a secondary eruption six months be- 
fore with positive Wassermann one month 
previous to my examination. His blood 
was strongly positive. Not satisfied with 
the result, he went to another serologist, 
who presented him with a negative report. 
His blood was sent to Dr. Keidel by the 
attending physician, the report coming 
back positive, and supporting his first two 
examinations. 

We would conclude from our experience 
and from the foregoing study of the lit- 
erature: 

1. That the results obtained with the 
Wassermann reaction and its modifica- 
tions are subject to wide variation. 

2. That this variation is due to modi- 
fications in technique and to faulty tech- 
nique. 

3. That the members of the medical 
profession, judging by the reports taken 
from the literature, request some repre- 
sentative medical organization to take up 
the work of standardization and place 
the reaction on a firm basis with definite 
units of strength and volume, and stand- 
ard readings to be used by all serologists. 
327-328-329-330 First National Bank Bldg. 
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DISCUSSION. 

Dr. Lloyd Thompson, Hot Spriugs, Ark.— 
I have been very much interested in Dr. Wat- 
terston’s paper for the reason that I have done 
considerable work with the Wassermann reac- 
tion. He did not tell us anything about the 
standardization of the Wassermann reaction, 
which I hoped he would do; nor did he tell us 
his technic, which I hoped he would do. It would 
be a good thing for the medical profession, and 
especially for serologists, if a standardized tech- 
nic could be adopted and used by them through- 
out the country, but, as he suggests, that is a 
problem for the future to determine. 

The technic which I proposed some time ago 
is, of course, to my mind the best there is. I 
will outline it briefly for your consideration. I 
use the anti-human system, but I do not use non- 
inactivated serum. I inactivate the serum . the 
same as the original test for half an hour at 55° 
The antigen which I have used recently and have 
used most of the time is re-enforced antigen, 
which is the nearest approach to the ideal antigen 
we have yet had. Some investigators say, how- 
ever, that this will give false results. I have 
not found it so when titration was correctly done. 
Titration is the most important point in doing a 
Wassermann reaction. The complement, ambo- 
ceptor and antigen must be titrated, or the am- 
boceptor must be titrated before each reaction. 
I have found that the complement in two or 
three guinea pigs varies but very little. I titrate 
the amboceptor before each reaction. I do not 
titrate as originally proposed; put in a given 
quantity of corpuscles and varying quantities of 
amboceptor and get the lowest amount of ambo- 
ceptor which will produce complete hemolysis, 
using that as one unit and two units in the test. 
That is inaccurate. Instead, I use the pooled 
serum of a number of negative persons and 
titrate under the same conditions as the actual 
test is performed. I put in .1 c.c. of patient’s 
serum which has been inactivated and the com- 
plement and the antigen and inactivate for half 
an hour and put in my amboceptor and corpus- 
cles, and at the end of the required time the tube 
which shows complete hemolysis and has the 
least amount of amboceptor is the unit, and that 
unit is used for the test. 

Dr. Brad A. Fowler, Brownwood, Texas.—I rise 
to endorse the suggestion of adopting a standard- 
ized method for arriving at results in the use of 
the Wassermann test. I have had the oppor- 
tunity of sending specimens for Wassermann 
tests to different sections of the country, and at 
the same time, from the same subjects, got differ- 
ent reports. 
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This last spring I had the opportunity of visit- 
ing laboratories in New Orleans and in Atlanta, 
and I was in the Fordyce laboratory, as suggested 
by one of the gentlemen, and they had great 
trouble in supplying the gentlemen of their in- 
stitutions with satisfactory Wassermann reports. 
The report you got from one would be favorable 
and from another unfavorable—one positive and 
another negative. So I rise to endorse heartily 
the suggestion that a commission be appointed 
by this Association so that they can come to- 
gether on a Wassermann reaction that will be 
accepted. 

Dr. Robert Wilson, Jr., Charleston, S. C.—There 
is nothing more important than the standardiza- 
tion of the Wassermann reaction. I think all of 
us appreciate the necessity for a _ standard 
method. I do not see the use of waiting for the 
future as Dr. Thompson suggests, and I rise to 
make a motion that the Medical Section recom- 
mend the appointment of a commission to report 
at the next meeting on the standardization of the 
Wassermann test. 

Motion seconded by Dr. Roberts and carried. 

Dr. Charles J. Watterston, Birmingham, Ala.— 
(Closing)—In reply to Dr. Thompson, who asks 
what reaction I use, I will say that I use the 
original Wassermann technique. I do not con- 
sider it objectionable to use a well balanced hu- 
man hemolytic system or antigens other than the 
syphilitic liver extract provided the antigen is 
carefully titrated. 

I believe a uniform Wassermann reaction is a 
necessity. The antigen and hemolytic system 
selected are matters to be settled by those ar- 
ranging the test. 

The antigens must be carefully titrated at fre- 
quent intervals and the hemolytic system must 
be well balanced before each test. 


THE ARKANSAS HOT SPRINGS 
BATHS.* 


By E. H. MARTIN, M.D. 
Hot Springs, Ark. 


The reason for this paper is the wide- 
spread lack of information on the subject 
which afflicts the medical profession. 

Laymen may believe in results which 
they have merely seen or experienced, but 
usually doctors do not believe anything 
which they can not explain with the 
knowledge at their command. This is a 
very laudable attitude and as, until re- 
cently, nothing was known of any thermal 
waters except that they were warm or 
hot and had various unenlightening chem- 
ical constituents, it was but natural that 
the home doctor would attribute any ben- 
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efit which a patient had gained by a trip 
to such a resort to the rest and change 
necessarily entailed. 

The attitude of the home doctor when 
called upon for advice on the subject is 
usually one of amused tolerance. His ad- 
vice is that the trip and change of scene 
may do the patient some good, but as for 
the water—well, it is just hot water. One 
can take hot baths at home just as well 
and as effectively, for is not hot water 
hot water everywhere? 

This is far from being the case; in fact, 
it is to be regretted in a measure that 
these springs were ever named “Hot” 
Springs, or even that the water comes 
out of the earth hot (if it could have the 
same effects otherwise) or that anything 
of the sort should have given rise to the 
popular expression, “boiling out,” or to 
the belief —Jlay and professional — that 
this is merely hot water. 

The fact is that patients rarely get a 
really hot bath at Hot Springs, Ark., or a 
bath above the normal temperature of the 
human blood. They can get them as hot 
as can be borne, but the average temper- 
ature at which the baths are prescribed 
at that place is 98° F. 

What, then, is the effect of this wa- 
ter? Let me first call your attention to 
the effect of a hot bath of the ordinary 
kind taken anywhere else. You may place 
a healthy person in a tub of ordinary hot 
water as hot as he can get into it, say at 
107° F., and after he has been there with 
the temperature maintained as high as 
can be borne tor twenty minutes, you will 
find that his sublingual temperature is 
unchanged or very slightly so. The skin 
may be hotter, but the heat-governing cen- 
ters have seen to it that the conducted 
heat has been cared for; there has been 
no increase in general cell activity through 
the body and usually no increase in the 
pulse rate after the first shock of getting 
into the very hot water. 

This is necessarily true. The body tem- 
perature is the same on the Fourth of 
July and on Christmas. The thermolytic 
center, if working, prevents the absorp- 
tion of conducted heat; if that center is 
not working, « sunstroke follows exposure 
to heat. This rule never varies for warm 
blooded animals in good health. 

On the other hand, you may place a 
person in good health in a bath of Hot 
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Springs water even at a temperature 
lower than the normal body temperature 
and you will see a remarkable change. 
The subject with a normal temperature of 
98 3-5° F., lying in a cooler medium than 
his own blood, will experience an increase 
in temperature. Usually in ten minutes 
the thermometer under the tongue will 
show 100° F., in twelve to fifteen minutes 
101, and I have seen the subject’s tem- 
perature go much higher. Taking the wa- 
ter internally adds to the rapidity of the 
reaction. If the water is very active, it 
is not necessary to immerse the entire 
body to get the reaction. If only the feet 
are kept in the water, the subject’s tem- 
perature will go up, though more slowly, 
as might be expected. Spraying or douch- 
ing the body adds to the rapidity of this 
effect. 

Where does this heat come from? Cer- 
tainly not from the water, as it is colder 
than the subject’s blood. At the same 
time the pulse rate is correspondingly 
increased thirty or forty or even fifty 
beats per minute, depending upon the in- 
dividual’s peculiar heart action. 

The subject when removed from the 
bath sweats profusely, as he should do 
when sweating off a fever, and in about 
forty minutes his temperature is normal, 
the pulse running a little higher than nor- 


mal for a longer period, depending on in-- 


dividual idiosyncrasy. The period of in- 
creased cell activity, also the duration of 
the sweat and the extent of elimination, 
may be prolonged by a few minutes in 
the vapor or hot room, or both. 

Where does the increase in body tem- 
perature come from? Evidently some 
quality of the water has started a general 
increase in cell activity throughout the 
subject’s body; the cells of every organ 
must feel the stimulus and this general in- 
creased metabolism causes a correspond- 
ing rise in the subject’s temperature. 
Something has “started the pot to boil- 
ing,” as it were, in that subject and he 
furnishes the heat himself for this in- 
crease in temperature. 

The good effects of a tub bath at Hot 
Springs are due to this increased meta- 
bolism with the subsequent elimination 
and reconstruction and the increase in 
cell activity is directly measurable by the 
increase in body temperature. 

The results of this increased metabol- 


ism are twofold, eliminative and con- 
structive. The elimination through the 
skin is shown by the sweating and the 
elimination through the kidneys is proven 
by the high specific gravity of the urine, 
1030 or more, seen in nearly all cases after 
a few baths, even when the water lost in 
sweating is compensated for by increased 
ingestion and even when the urine is kept 
at or above the normal quantity. 

The constructive metabolism following 
the baths is shown most typically in 
chronic malaria. Here exists anemia, 
hemoglobinaeiia and a balky condition of 
the hematopoietic system. After a few 
baths the picture changes and there can 
be no doubt that the change is due not 
so much to elimination as to hematogene- 
sis through increased activity of the cel- 
lular elements of the blood, bone marrow, 
spleen, etc. 

The question for years has been, “How 
does the water cure?” or, as we will put 
it, “How is this physiological effect pro- 
duced?” 

No drugs or chemicals known to science 
will, if taken into the system, cause such 
an increase in cell activity, and it natu- 
rally follows that the repeated chemical 
analyses of the waters throw no light on 
the subject. 
ago came to the conclusion that such an 
effect must be due to a force and not to 
a chemical substance, and electricity or 
some electrical condition of the waters 
was often suggested as the source of its 
power. But this explanation failed to 
gain credence because no then known ap- 
plication of electricity would produce 
such an effect. 

In 1907 the essayist read a paper before 
the Mississippi State Medical Association 
and another before the Louisiana State 
Medical Society on the physiological ef- 
fects of these baths. Much of this paper 
is necessarily repetition from those pa- 
pers, as the physiological effects of these 
baths have not changed at all. In those 
papers was advanced the following theory 
and priority may probably be claimed for 
the idea then advanced that the physio- 
logical and therapeutic effects of most 
thermal waters are due to their radioac- 
tivity. Since that time the theory has 
become generally accepted and the radio- 
activity of the waters of most of the pop- 
ular resorts has been accurately meas- 
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ured. To again quote from the first pa- 
per mentioned: “Since the discovery of 
the X-ray, and later of radium and the 
radioactivity of substances brought into 
contact with the salts of radium, a good 
working theory has been brought out to 
account for the physiological effects of the 
Hot Springs baths. 


“First it was found by a number of ob- 
servers that incidental to the application 
of the X-ray, especially if in small dosage 
and at comparatively long distances and 
long duration, a distinct increase in met- 
abolism followed by increased elimination 
occurred, so much so that its use was con- 
traindicated in chronic kidney disease at 
certain stages. Later it appeared that 
radio-active substances had a similar ef- 
fect. And then it was found by Profes- 
sors Boltwood and Pratt, of New Haven, 
making tests of this water for the Interior 
Department, that the waters on the Hot 
Springs reservation are all radio-active 
to a marked degree and that this radio- 
activity is due to the presence of a radio- 
active gas.” 


The investigations of Boltwood and 
Pratt were made under very unpropitious 
circumstances on bottled water shipped 
from Arkansas to Connecticut. It is now 
conceded that such water loses 50% of 
its radio-activity in about three days, and 
as these experiments were mostly made 
on water a week old, they were necessarily 
inaccurate in a minus direction. In spite 
of this fact, Boltwood estimates the 
strongest spring here at 265.6 Mache units, 
which is probably the highest estimate of 
any American water, and only exceeded 
by two much more accurately examined 
waters in Europe, and this probably ow- 
ing to improved methods of measuring 
raido-activity. A more recent investiga- 
tion made by the Interior Department 
has not been made public. The accepted 
reason for this is that some of the springs 
were more radio-active than others. In- 
stead of pointing out those of the most 
value, the department has attempted to 
pool all of the water from certain springs 
before delivering to the various bath 
houses in order that no one bath house 
lessee shall be able to give a better bath than 
another. For other reasons which will 
be mentioned later this desired result has 
not been accomplished, although good ef- 


fects are obtained at all of the bath 
houses. 

I wish to again call your attention to 
the fact that the physicians all over the 
country are under the impression that 
these are merely hot baths. They deter, 
in all honesty, patients from going to Hot 
Springs, declaring that hot water is hot 
water anywhere, and advising the patient 
to take hot baths at home. I wish also to 
emphasize the fact that while this water 
comes out hot, and would not remain 
radio-active if it came out cold and had 
to be heated, as it would then lose the 
gas in which resides the radio-activity, 
still that the water being hot is merely 
incidental, that the baths are not given 
very hot and that the water is just as 
effective at a lower temperature as at a 
higher, if fresh, i. e., if not too much dead 
water from the exposed cooling tank is 
used. 

This increase in metabolism is not the 
only physiological effect of a Hot Springs 
bath. There also occurs a marked fall 
in the blood pressure. This fall is fully 
equal to that obtained by the high fre- 
quency D’Asronval current used with the 
auto-condensation pad. It will average 
twenty millimeters of mercury in normal 
individuals and a fifty millimeter fall has 
been noted during one twenty-minute bath 
in one case of very high blood pressure. 
This fact is not well known and before 
the present war began hundreds of Amer- 
icans went to Nauheim for treatment for 
high blood pressure, leaving a more effica- 
cious resort at home. | 

Judging from clinical rgults, there is 
also a rise in the opsonic index in pa- 
tients suffering from most diseases. Tu- 


berculosis and cancer are notable excep- _ 


tions, as the increased cell activity in those 
diseases means: increased destruction and 
waste. In cases of chronic malaria we 
have apparently a most marked rise in 
the opsonic index. 

To cure a disease of bacterial origin we 
must give immunity or partial immunity 
and in no other way can health be re- 
stored. The question arises, how can the 
radio-active baths tend to give immunity 
or raise the opsonic index? Increased cell 
activity is probably the answer. The 
modus operandi of this brings up for our 
consideration the effect of forces upon all 
cell life, brings to mind many things anal- 
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ogous to the subject. The house plant, 
pale and white and stunted, an example 
of sluggish cell action, becomes, when 
put out in the sunlight, the acme of cell 
activity. What is it in sunlight that 
makes it grow to health and good color? 
Certain rays, we say, which are neces- 
sary to life—-an example of the effect of 
a force upon cell activity. The ordinary 
sunburn is, as every one knows, not due 
to heat, but is another example of the 
effect of a force upon cell activity. 

When a person is immersed in the radio- 
active water for a few minutes there is a 
general increase in cell activity, as shown 
by his rise of temperature and change in 
circulation. How does the radio-activity 
do this? I will tell you when you tell me 
how the sunshine makes the plant grow 
or burns the back of the boy in swim- 
ming. 

“Cell activity” is the real definition of 
life-—normal cell activity is health, too 
much of an increase means inflamma- 
tion—fever—waste. Too slow a cell ac- 
tivity means a chronic condition, stasis. 
A cessation of cell activity means death. 

Careful observations made at the tub- 
side show that the effects of the baths 
vary slightly at the different bath houses. 
The radio-activity of the water depends 
upon the presence of a radio-active gas. 
This gas is lost to some extent by exposure 
of the water in the cooling tanks which 
each bath house provides, as there must 
be a tank of cool water with which to 
temper the bath, the hot water being de- 
livered to the bath houses at a natural 
temperature of from 135° F. up to 145° F. 

The variation in effects at the different 
houses, even when supplied with water 
from the same reservoir, is due to the du- 
ration of previous exposure of the water 
in the primary reservoir and to the age 
of the water in the cold tank at the indi- 
vidual bath house. Bath houses with very 
large cooling tanks would be expected to 
have a slow oath. The larger bulk of wa- 
ter, cooling more slowly, would be longer 
exposed and become more inactive, and 
would probably also be delivered at the 
cold water faucet of the tub even warmer 
than frém a smaller cooling tank, thus 
requiring more of the inactive water to 
cool the bath and a greater dilution of 
the fresh, active hot water. The results 
could be made more uniform if the pri- 


mary reservoirs were made as small as 
possible to still serve their purpose, and 
if the cooling tanks were done away with 
and the water on the cold side of the tub 
a delivered through refrigerating 
coils. 

The best and most scientific method of 
prescribing the baths is not to order so 
many minutes in the tub at a certain tem- 
perature, but that the patient be kept in 
the tub at a given temperature of the wa- 
ter until the increased metabolism has 
caused him to have a certain rise in body 
temperature as shown by a thermometer 
under his tongue. This measures the ef- 
fects of the baths and it will therefore 
make no material difference whether the 
baths are taken at a bath house with very 
active water or one less active. The max- 
imum time snould, of course, be given a 
limit, as otherwise the circulatory dis- 
turbance caused from the heat alone might 
become too excessive. This method of 
measuring the effect of the bath with a 
clinical thermometer and dosing it as one 
would any other agent was introduced by 
me nearly nine years ago. For two years 
or more I insisted on my patients having 
baths dosed in that way, but had to partly 
abandon the method owing to the igno- 
rance of the bath attendants and the lack 
of other co-operation. As the years have 


‘gone by the bath house managers and 


also the bath attendants have become 
more accustomed to thinking of the baths 
as radio-active and as causing a reaction 
in the temperature, so that recently I 
have been able to resume this method of 
dosing the baths and now secure more or 
less co-operation from bath attendants, 
although this method does give them more 
trouble than the old hit or miss way. I 
believe that this method of controlling 
the effect of the baths will eventually be 
universally adopted. 

There are adjuncts to the baths at Hot 
Springs—the vapor bath, the hot room, 
the needle bath and the shower—which 
may be used as at other places to meet 
some of the indications of hydrotherapy 
or thermotherapy, but none of these are 
peculiar to the place and in the tub only 
is seen the true “Hot Springs effect.” 

So much for what we crudely know 
about the physiological effects of the Hot 
Springs baths—that they they imcrease 
metabolism, xaise the body temperature, 
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accelerate the circulation, increase elimi- 
nation, lower the blood pressure and raise 
the opsonic index by increasing the cell 
activity and also have the usual hydrothe- 
rapeutic and thermic effects of other hot 
water. How much it would mean to the 
one hundred and fifty thousand physi- 
cians of this country if they knew these 
facts and knew that they had been proven 
by the department’s investigators and 
were vouched for by the government, 
which “owns and controls” the baths! 

With these facts in his possession each 
physician could decide what patients to 
send to Hot Springs and which to keep 
at home. 

But equally as valuable would be an 
authoritative presentation of the thera- 
peutic effects of these baths, their effects 
on the sick. Thousands of sick people 
need Hot Springs baths and there is no 
one to tell them so, while on the other hand 
hundreds go to Hot Springs who can not 
be helped by the baths, and many who 
can be harmed by them. Consumption 
and cancer have been mentioned as con- 
traindicating the baths. Any disease in 
the fever stage also contraindicates. Or- 
ganic heart disease is supposed to be a 
contraindication, but in cases of certain 
heart lesions the baths are very bene- 
ficial. These facts should be known. 
Other patients who have taken a life-time 
to acquire gout or arterio-sclerosis or 
chronic joint conditions go to Hot Springs 
expecting to get as good results in a few 
weeks as a case of so-called subacute rheu- 
matism, when they should be told before 
leaving home that they can get best results 
in months, not weeks. 

My card index of diseases treated shows 
two hundred and ten morbid conditions 
that the baths have been expected to re- 
lieve. Many of these conditions are not 
benefited at Hot Springs, but how were 
the sick to know? 

The United States government takes a 
responsibility by “owning and controll- 
ing” these baths which obligates it to 
know what it is offering for cash to the 
American public and to let the public 
know. 

As a working rule it may be considered 
that any morbid condition which can be 
presumably helped by increased metabol- 
ism, increased elimination or lowered 
blood pressure will be benefited by these 


baths. On the other hand, any inflamma- 
tory condition in the acute stage will not 
be benefited and may be harmed. There 
is much room for judgment here—a case 
of so-called acute articular rheumatism 
should not taxe the baths during the fever 
stage, and such cases frequently arrive at 
Hot Springs too early and have to wait a 
few days before bathing, but later get re- 
markable results. On the other hand, a 
toxic neuritis may be aborted if baths are 
begun early, aborted by eliminating the 
toxins, but if inflammation of the nerve 
or nerve sheath is well under way the 
baths increase the pain and are only use- 
ful later. 

The ability to eliminate drugs seems 
to be greatly increased and alcoholic and 
tobacco and drug cases are benefited and 
other treatment in such cases aided. Fe- 
cundity in the female is in many cases in- 
directly promoted and morbid pelvic con- 
ditions have a tendency to improve. 
Amenorrhea is frequently relieved both by 
hematogenesis and also by the tendency 
toward hemorrhagic effect often noted, 
although menorrhagia rarely occurs. 
Pregnant women risk abortion by taking 
baths vigorously during the first ten weeks 
of gestation on account of their emmena- 
gogue effect but no danger exists during 
the rest of gestation, as no oxytocic effect 
is observed from the baths. Cases of gas- 
tric or duodenal ulcer are apt to have 
hemorrhages and should not take the 
baths, but hemorrhoids ‘seem to bleed 
less. These are merely a few personal ob- 
servations and are not to be taken as au- 
thoritative. Other Hot Springs physi- 
cians may not agree entirely and many 
other morbid conditions are benefited also. 

The baths are wonderful enough and 
have a very wide scope of usefulness. 

A few years ago a bill was introduced 
in the House of Representatives to appro- 
priate $100,000.00 for the expenses of a 
commission which was to take two years 
in which to investigate the physiological 
and therapeutic effects of these waters. 
The bill did not reach a vote. This As- 
sociation, through its Council, refused to 
endorse the bill. It is in the power 
of the Interior Department to prove 
and elaborate oh the few points men- 
tioned in this paper for a much less ex- 
penditure than $100,000.00 and thereby 
secure data for publication which will 
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enable any physician, who chooses to in- 
form himself, what patients to send to 
Hot Springs and which to keep at home. 
It is also a duty of this Association and 
other medical bodies and physicians in 
general to demand that the United States 
government investigate and publish the 
facts as to both the physiological and the- 
rapeutic effects of any waters owned and 
recommended by the government. No 
physician should be expected to prescribe 
any agent without knowing both what it 
will do to a well man and a sick one and 
as nearly as possible why. 

It is only fair to state that the Interior 
Department has spent much money in 
having chemical analyses of the waters 
made, i. e., in finding out what is in the 
water, but not one cent to find out what 
happens to a person when in the water. 


Dugan-Stuart Building. 
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Management of Patients with Chronic Renal Dis- 
ease. By Theodore C. Janeway, Baltimore, 
Md. The Bulletin of the Medical and Chirurgi- 
cal Faculty of Maryland, January, 1916, p. 103. 
Also published in American Journal of Medical 
Science, February, 1916, p. 157. ° 
Discussion of safeguarding and symptomatic 

treatment of the usual clinical types of renal dis- 

ease in the light of modern functional diagnosis. 

Eradication of distant foci of infection is to be 

urged, when any such are discoverable. 

1. Patients with albumin and casts as only evi- 
dence of disease. Must distinguish convales- 
cents from acute nephritis, who should have vig- 
orous safeguarding treatment—bed, diet, etc.— 
from patients having chronic albuminuria only. 
Among the latter, those with postural albuminu- 
ria must be differentiated. 
only avoidance of physical strain, exposure, ex- 


cesses in diet, especially in condiments, salt and ~ 


meat. 

2. Patients having hypertension only. Require 
safeguarding from mental and physical strain, 
tobacco and excessive protein. 

3. Patients having hypertension plus myocar- 
dial insufficiency. Treatment wholly cardiac. 
Karell diet most valuable—restricted NaCl and 
fluid; digitalis. 

4. Patients with general oedema, but without 
myocardial insufficiency. NaCl retention is the 
prominent disturbance in these cases, and NaCl— 
poor diet, plus accessory dehyrating measures 
should be the treatment. 

5. Patients with advanced renal insufficiency— 
uraemic symptoms superimposed upon one of 


Other cases need’ 


foregoing types. N. retention is prominent. Low 
protein diet with ample carbohydrates. Bleed- 
ing for convulsions. Sweating. Most important 
is the treatment of associated myocardial insuf- 
ficiency or urinary obstruction. Decapsulation 
or splitting capsule is to be considered in cases 
doing badly, especially in oedematous types. 
Accurate functional diagnosis is now possible, 
and the treatment should go only so far as is 
necessary in safeguarding the damaged function 
without unnecessary burdensome restrictions. 


A Comparative Study of the Diagnostic Tests © 
for Syphilis... By William Krauss, Memphis, 
Tenn. The Journal of the Tennessee State 
Medical Association, January, 1916, p. 383. 
This is a critical study of the literature and an 

attempt to collect all that is valuable for the 

purpose of furnishing data from which an opin- 
ion could be formed as to what might be expect- 
ed of a given diagnostic measure in a given case. 

The study is grouped under the following 
heads: 

1. What can be expected from examination of 
the pressure juice from a primary lesion. No 
other method than the use of a modern dark 
field system is worthy of attention. This is pos- 
itively diagnostic and is the one diagnostic meas- 
ure recommended for use by the doctor in his 
practice. Success nearly always rewards the pa- 
tient searcher. 

2. Diagnostic chances from examination of the 
blood. Tests other than the Wassermann are re- 
ferred to and their relative value considered. 
The various precipitation tests are regarded as 
unworthy of attention. Those who care for the 
literature which was the basis of this opinion will 
find it in the appended index. 

The serum Wassermann test is next consid- 
ered, with tables and percentage results by nu- 
merous authors of very large experience, with 
special reference to stage of the disease, amount 
of treatment if that is given in the original ta- 
bles, and some comparative tables of advocates 
of different systems where the system or modifi- 
cation used is given. No hard and fast deduc- 
tions can be drawn because of variable factors. 

3. The spinal fluid, considered under the fol- 
lowing heads: The spinal fluid in general syphi- 
lis, congenital and acquired, in evident disease 
of the cord, meninges and central nervous sys- 
tem. 

The four classical tests of Nonne, the colloid 
gold test of Lange in syphilis of the nervous sys- 
tem, and their relative value in the different 
manifestations of syphilitic disease of the nerv- 
ous system. Details of the tests for globulin are 
given. Comparative tables of these reactions by 
several authors. 

4. The luetin test: Its use, the kind of reaction 
to be expected, and the range of usefulness as 
contrasted with other methods of diagnosis, with 
tables by several authors. 

5. Finding spirochetae in later manifestations 
of syphilis, by the Levaditi method, animal inocu- 
lation and anaerobic culture of the spirochetae. 
This subject can not be tabulated. 
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TROPICAL DISEASES AND PUBLIC 
HEALTH 


INTENSIVE COMMUNITY HEALTH 
WORK—ITS VALUE IN THE 
DEVELOPMENT Of PUBLIC 
HEALTH AGENCIES.* 


By JOHN A. FERRELL, M.D., 


Assistant Director General, International 
Health Commission, New York, N. Y. 


Intensive community health work dif- 
fers from ordinary health work, in that 
a concrete health problem is taken and 
adhered to until measurable progress has 
been made. It is limited to a relatively 
small circumscribed area or areas instead 
of being diffused throughout a large area 
such as a state or a county. A detailed 
record or a survey is made of the area se- 
lected, including every house, school, 
church, road and stream and usually, this 
information is shown on a map. Every 
home is visited and inspected and every 
person is examined as far as practicable 
with reference to the particular health 
problem under consideration. <A record 
of the disease in the past and its prob- 
able consequences is made so that when 
the work begins we have a definitely 
marked starting point. 

The size of the community, the number 
of its population, and the personnel of the 
working force will doubtless be found with 
experience to vary somewhat in accord- 
ance with the particular disease being 
combatted. The work I have studied and 
observed is that being conducted at pres- 
ent by six of the State Boards of Health 
in the South and directed to the preven- 
tion and cure of hookworm disease. Up 
to June 30th this work had been com- 
pleted by these States in twenty-eight 
communities. With two or three excep- 
tions, all of the communities may be re- 
garded as representative of the strictly 
rural farming section. The smallest com- 
munity contained one square mile, the 
largest one sixty-three square miles, with 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 


an average of twenty-six square miles. 
The number of families ranged from six- 
ty-eight to two hundred and eighty-five, 
with an average of 161. The number of 
inhabitants ranged from 308 to 1473, with 
an average of 825. Considered collec- 
tively, 50% of the population was white; 
42% of the families were tenants; 53% 
of the families had privies when the work 
began, practically none of which were 
sanitary, and 47% had no kind of a privy. 
When the work closed 88% of the fami- 
lies had improved privies that will greatly 
lessen the spread of hookworm disease 
and other diseases that may be spread 
through the careless disposal of human - 
excrement. Seventeen per cent of the 
population had hookworm infection, and 
of these 92% were treated. The average 
time spent in each community was ninety 
days; however, many of the first com- 
munities with an inexperienced working 
force required much longer. The direc- 
tors, experienced in the work now, believe 
that the percentage of results accom- 
plished is going to show an increase, and, 
at the same time, the period required to 
complete the communities will be lessened. 
This, of course, is in the direction of in- 
creased practical working efficiency. 
These facts are mentioned here to give 
some idea of what constitutes a commun- 
ity and of the work undertaken and the 
method employed. 

The working force or unit consists of 
one medical field director and three lay 
assistants and costs about $5,000 annually. 
The funds are raised on different plans 
in the different states, but generally the 
community, the county, the State Board 
of Health and the international Health 
Commission, contributing through the 
State Board of Health, jointly pay the 
cost. In states where funds from all of 
these sources are not available, those 
agencies that do have funds available pay 
for the work. 

The plan at present employed provides 
for a working unit of a field director and 
three health inspectors as assistants, who 
conduct activities in three communities 
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simultaneously. Each community for the 
ninety-day period has located in it more 
or less constantly one of the health in- 
spectors. The three communities com- 
bined make up a series. Four series or 
twelve communities may be completed by 
the working unit during a year. If the 
successive series are located in a single 
county, little time is lost in making trans- 
fers and the results are proportionately 
larger. In small counties the twelve com- 
munities will come near covering the en- 
tire county. 

With the growth of this community 
work, the results have grown larger and 
become more definite. The field directors 
who have been in health work for years 
feel that the community work is the best 
real contribution they have made in the 
field of preventive medicine. The work 
is carried on in the rural sections on a 
scale fully’ within the comprehension of 
the average man. He is familiar with 
conditions which preceded the work, and 
he observes the improvements following 
it. He weighs the facts and sees in the 
undertaking a good business investment. 
Having controlled one disease, he is ready 
to lend himself to the control of other 
diseases and to help provide the necessary 
funds. He is ready to vote for legislators 
who will in turn vote funds for strength- 
ening the directing head of the work, the 
State Board of Health. 

Thus it has been demonstrated that in- 
tensive community health work is practi- 
cable, that it brings definite and convinc- 
ing results, and that its cost is not beyond 
the means of the people. It thus affords 
an opportunity to advance public health 
work on the basis of concrete demonstra- 
tions just as farming has been revolution- 
ized by the concrete demonstration. You 
will recall that before the days of the farm 
demonstration work the State Depart- 
ments of Agriculture carried on their 
work in a diffuse way from the office desk 
and the people were not effectively 
reached; little progress was made, and the 
agricultural departments had scant funds. 
With the change in policy leading to the 
concrete demonstration and to activities 
carried on very largely where the people 
live, we have seen wonderful progress and 
the departments of agriculture now find 
themselves with immense resources suf- 


ficient to carry on the needed state agri- 
cultural work unhampered. 

After the community health work has 
been conducted in three or more communi- 
ties in a county there will be developed 
incidentally, with proper guidance, a senti- 
ment favoring a county department of 
health with a full-time county health of- 
ficer. It is the belief of some state health 
officers that the people having seen the 
necessity for a health inspector, working 
under a medical officer, devoting his en-: 
tire time to a single community and to a 
single task in order to obtain definite re- 
sults, will not be content to employ a 
health officer and expect him unaided to 
do all the health work needed in the county. 
This theory is borne out by the develop- 
ments in road building during recent 
years. We can all remember when the 
expenditures for country roads were neg- 
ligible, and as a result road traffic was 
more than sluggish. Finally, a few miles 
of high-class road was: constructed at se- 
lected points in suitable counties where 
the people could see and use it and com- 
pare the size of load a horse could draw 
on it with the load he could draw on the 
road they were accustomed to; where they 
could observe the speed that could be 
made with buggy or wagon on the good 
road as compared with the old roads. The 
result has been that counties all over the 
country are now spending from $100,000 
to $500,000 to build a system of good roads 
and are providing for their maintenance. 
With the establishment of a strong county 
department of health having a sufficient 
force to take up one definite health task 
after another and control each and be 
able to hold and maintain the standard 
reached, the state system of health will 
be reflexly strengthened and the time nec- 
essary for the development of a complete 
state health system will be greatly short- 
ened. Many departments of health have, 
by persistent effort, been able to grow 
after their establishment until there is a 
health officer, heads for two to six divi- 
sions of work, and a small clerical staff. 
The obtaining of funds for growth beyond 
this point has become progressively more 
difficult. While I am confident that the 
community work has a definite and fund- 
amental value in the development of a 
complete state system of health at any 
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stage in the growth, it is of especial im- 
portance, I believe, to a state health de- 
partment that has a nucleus but is finding 
difficulty in securing funds for growth. 

It affords an opportunity to go out and 
definitely prove to the satisfaction of the 
average man the claims for preventive 
medicine that have been made by the 
health officer and his assistants in pamph- 
lets, newspaper articles, addresses, etc. 
It establishes interest and confidence in 
the lay mind, which results in the local 
appropriation of funds for extending in- 
tensive community health work. The lo- 
cal enthusiasm thus created makes a con- 
vert of the local legislator. He goes to the 
general assembly ready to champion the 
cause of public health, and he speaks on 
the basis of first-hand information. Other 
legislators wish to become factors in car- 
rying the work he describes to their con- 
stituents. The state health officer is, of 
course, on hand to advise them how it may 
be done. The appropriations needed are 
granted and soon we may expect to see 
the community work spreading and com- 
plete county departments of health in the 
process of development; and the state de- 
partment of health reflexly broadening 
until its juncture with the county forces 
is effected. The activities at the capitol 
of the state and those in the community, 
fathered at the capitol, react on, aid, and 
stimulate each other. Thus an adequate 
health agency is developed to carry on 
public health work in the state. The nec- 
essary funds are provided partly by the 
state and partly within the county. The 
result is that a tremendous volume of 
work may be done without making the ex- 
pense unbearable at any point. | 


RURAL SANITATION IN THE SOUTH. 
TWO VITAL FORCES: THE WHOLE- 
TIME COUNTY HEALTH OFFI- 
CER AND SPECIALIZED UNITS 
OF HEALTH WORK BY STATE 
BOARDS OF HEALTH.* 


By J. HOWELL Way, M.D. 
President North Carolina State Board of 
Health, Waynesville, N. C. 


Effective sanitation demands the co-op- 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 
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eration of the people. The single agency 
through which people co-operate as a body 
is their government. Sanitation being 
necessarily a governmental function, may 
properly be classified according to the dif- 
ferent types of government exercising 
this function into federal, state, munici- 
pal and county sanitation. As the county 
government is the rural government, 
county and rural sanitation become sy- 
nonymous. In the United States 53% of 
the population live under the approxi- 
mately 3000 county or rural governments 
into which the forty-eight states compos- 
ing our nation are subdivided. Through 
the development of a county system of 
sanitation, these 3000 county governments 
afford opportunities to bring practical 
sanitary betterment within the range of 
actual working distance of our great rural 
population. These opportunities are 
greatest in the states of the South, where 
80% of the people reside under the 1310 
county governments, and where the county 
is more the unit of local government than 
in New England, the states of which still 
make, to a large degree, the town the gov- 
ernmental unit, or in the states of the 
West and Middle West, where a com- 
mingling of both thoughts dominate the 
ideas and purposes of rural governments. 


NATURE OF THE RURAL HEALTH PROBLEM. 


This may readily enough be determined 
by any one who, with his mind fixed upon 
an average farm home, will ask himself 
the question: What can the governments, 
federal, state and county, do to promote 
the health of that rural family, and to 
protect it from the inroads of disease in 
general, or from the incidence of some 
particular disease to which it may be li- 
able? The answer to that question is the 
answer to what is the real object of rural 
sanitation, and the answer is this: When 
all the combined governmental health 
agencies have made that average farmer 
understand (this is very often much more 
than merely writing to him or telling 
him) how he may best promote health 
conditions and protect himself and fam- 
ily from disease, government has gone as 
far as it is possible to go, under ordinary 
circumstances, in the protection of that 
family. This is not strange, for when we 
come to think of it, all governments can 
do comparatively little for the average 
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man as compared with what he may do 
for himself. Rural sanitation is, then, 
and must necessarily continue to be, in its 
larger degree, educational work. . Sani- 
tary legislation, so very necessary in ur- 
ban sanitary work, is of much less impor- 
tance than in the cities, for in the country 
each family, from the viewpoint of the 
operation of sanitary laws, is, to a very 
considerable extent, a law unto itself. 


TWO AVENUES OF APPROACHING RURAL 
SANITATION. 

In influencing a county government to 
adopt measures which sanitary advance 
has shown to be reasonable ones for the 
protection of the health of its citizens, we 
may submit two relatively simple propo- 
sitions: First, we may propose to the 
county that it set aside $3000 or $4000 
per year, to be expended through its own 
county board of health, its own chosen 
officials, and in their own way, on the con- 
servation of the health of the county peo- 
ple. That is to say, we may ask a county 
to develop and execute its own plan of 
health work; second, we may ask a county 
to consider its health problem in its en- 
tirety, with a view to dividing the whole 
county health problem into a number of 
independent health problems, or units of 
health work, and that it employ the State 
Board of Health, at a sum agreed upon be- 
tween the county and the State, to work 
out one, two or more, or all of the sepa- 
rate county health problems. The first 
proposition enunciated above is what is 
usually spoken of as the Whole-Time 
County Health Officer Method; the second 
proposition may be spoken of as the Unit 
System of County Health Work. Both 
these separate and distinct plans of coun- 
ty health work are in operation in North 
Carolina. 

THE WHOLE-TIME HEALTH OFFICER PROPO- 

SITION 

North Carolina at present has ten coun- 
ties with whole-time health officers. In 
two of these counties the urban popula- 
tions are so much in excess of the rural 
that we may exclude them from the pres- 
ent consideration. In eight counties in 
North Carolina where the health problem 
is purely rural the whole-time health of- 
ficers have been at work for from eight 
months to four years. The whole-time 
county health officers are elected by the 


county boards of health, over which bodies 
the State Board of Health has no statutory 
control. The county board of health may, 
therefore, elect any one they please as 
whole-time county health officer. As a 
rule in North Carolina, the county boards 
of health have shown a wise discrimina- 
tion in the election of whole-time county 
health officers, and only in exceptional in- 
stances has the influence of politics swayed 
more than a due regard for the scientific 
and other qualifications of those elected. 
The office being a new creation, with-— 
out definite specifications as to either re- 
sponsibilities or duties of incumbents, 
coupled with an absence of precedents, 
and in particular a_ statutory-provided 
central control which could bring to each 
man the benefit of the other’s work, has 
resulted in placing grave and unexpected 
burdens upon our whole-time county 
health officers. That their work has been 
done carefully, honestly, and with as great 
a degree of efficiency as circumstances 
have made possible, I do not for one sin- 
gle moment question, but it is my delib- 
erate judgment that in none of the eight 
counties has as yet been developed an 
ideal plan of county health work, nor has 
a model system been elaborated. This is 
not by any means a reflection on either the 
whole-time county health work or upon 
the capable and zealous gentlemen serv- 
ing in these positions. It is simply a state- 
ment of opinion as to inevitable results 
in the early days of what is as yet pioneer 
work along public health lines. The eight 
rural health workers are each following 
in a way their own ideas, reinforced, per- 
haps, here and there by an occasional sug- 
gestion or idea developed from reading or 
from some other man’s field of work as 
to plans and practice in county health 
work, and up to the present their ideas 
are so divergent it is really a difficult mat- 
ter to compare the work of one county 
with that of another. The answers to a 
questionairre recently mailed by the State 
Board of Health to the whole-time county 
health officers indicate that the average 
health officer is on record as accomplish- 
ing the following work during: the year: 
He is making 78 public health addresses 
to an average audience of 85 people, using 
lantern slides in about one-eighth of the 
addresses; he is publishing in the county 
papers 12 columns of newspaper material 
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dealing with sanitary matters; he is dis- 
tributing 1,500 pamphlets dealing with 
questions of sanitary import and 4,000 
leaflets on sanitation; he is inspecting 45 
schools, finding therein 500 defective chil- 
dren, and having 90 of the defectives 
treated; he is vaccinating 3,000 people 
against typhoid fever, and about 500 
against smallpox. In only one of the 
counties reporting does the quarantine 
of communicable diseases appear to be in 
any way effective. He is building 50 san- 
itary privies per year; is sending 102 
specimens to the State laboratory for ex- 
amination and treating 72 cases of hook- 
worm disease. This, in brief, is an out- 
line of the development of the whole-time 
county health officer plan in North Caro- 
lina as officially recorded, but aside from 
these details there must be an unmeasur- 
able increment of impetus given to the 
study and practice of sanitation and dis- 
ease prevention that entitles our county 
health workers to a large additional entry 
on the credit side of the ledger. 

Our whole-time county health officers 
have undeniably wrought well, and a tre- 


mendous amount of helpful work has been: 


performed as a result of these eight men 
having devoted their time, study and ef- 
fort to the health work of these counties, 
but the volume of accomplishment is un- 
questionably not nearly so great as could 
have been done under a well devised and 
properly formulated system of county 
health work. 

Undeniably the weakness of the system, 
as at present employed, is the absence of 
clear-cut and well defined plans of effort. 
There is no definite standard of efficiency 
or of accomplishment by which the work 
of the men can be compared and their ef- 
ficiency or deficiency recognized and re- 
warded or corrected. A State Health Of- 
ficers’ Association has been organized, at 
the meetings of which reports of work and 
discussions of plans are had, which have 
alike been constructively helpful and as 
well emphasized the lack of systematized 
endeavor. Such a state of things can but 
naturally exist in relation to a subject 
that is being developed, and an intelligent 
recognition of the facts does not tend to 
produce a sentiment adverse to the con- 
tinuance of the whole-time county health 
officer’s work, but the lesson I believe I 
am safe in saying for North Carolina is 
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that State Boards of Health should pro- 
ceed with deliberation in the matter of 
urging counties to employ whole-time 
health officers until an adequate system 
shall have been worked out and the whole 
correlated into one compact central sys- 
tem, to which regular reports are made, 
and from which helpful constructive di- 
rection may be had. We hope in our own 
State to see the counties continue the good 
work that is being done by our whole-time 
county health officers, and in the mean- 
while, with their friendly assistance and 
co-operation, it is hoped to work out and 
construct within the next two years a 
model system of county health work with 
definite purpose and plans. One of our 
most successful whole-time county health 
officers was, during the present year, 
called to the offices of our State Board of 
Health and a special Bureau of Rural San- 
itation created and he placed in charge 
for the purpose of more rapidly further- 
ing this work. When such plans have been 
definitely formulated, the State Board of 
Health will be in a position to approach 
a county with a proposition to adopt a 
plan of work—the real object we are aft- 
er—rather than have presented to it the 
proposition to create an office, the means 
to what we hope to get. So much for our 
first plan of county health work. 


THE UNIT SYSTEM PROPOSITION. 


Last summer we began this second 
method of county health work. Our State 
Board of Health proposed a unit of ty- 
phoid immunization to several counties. 
The proposition made to them, briefly, was 
this: For an appropriation of $400 placed 
to the credit of the State Board of Health, 
a dispensary campaign for typhoid im- 
munization in the county was arranged 
for, dispensaries were opened at conve- 
nient points throughout the county and 
every effort made to educate and vacci- 
nate against typhoid fever as many people 
as possible during a six weeks’ cam- 
paign. In twelve counties accepting this 
proposition a total of a little more than 
52,000 persons were immunized, or an 
average to the county of 4,300 people, In 
this work the State Board had engaged 
ten men, five physicians and five junior 
medical students assisting. 

Another unit for which several coun- 
ties have recently made appropriations, 
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and which is now in process of execution, 
is our school unit of county health work. 
A limited number of counties have had 
submitted to them by the State Board of 
Health the following plan of work in 
county schools for a county appropriation 
of $10.00 per school in the county: The 
State Board of Health agrees to arrange, 
through the county school authorities and 
with the school teachers, a program of 
consecutive health days for each school 
as follows: Two weeks before Health 
Day the principal of the school receives 
from the State Board of Health a batch 
of hand bills announcing the date and the 
program for Health Day in that school. 
These hand bills carry an invitation to 
the patrons of the school to attend the 
exercises, and are distributed through the 
children to the school community. The 
representative of the State Board of 
Health arrives at the school at 10 a. m. 
on Health Day. He makes a fifteen-min- 
ute talk to the children and visitors on 
the importance of a knowledge of health 
and its laws. A medical inspection of the 
children is then made, giving each defec- 
tive child a card and advising that he see 
the inspector at the close of the inspec- 
tion after the conclusion of the exercises. 
A report is also sent the State Board of 
Health, which, through a system of fol- 
low-up letters, continues in touch with the 
child until its parents have it treated. 
The inspector also questions the children 
after the method of the olden time spell- 
ing match on a health catechism, which 
has been previously sent out in sufficient 
number to supply all pupils fully one 
month before the inspection visit. Even- 
ing exercises are also held by the inspec- 
tor, consisting of three to four short illus- 
trated lectures by the inspector on impor- 
tant sanitary topics, interspersed with the 
reading of select compositions by the 
school children on health subjects. Con- 
cluding, the inspector awards prizes, the 
first for the best knowledge of the health 
catechism, and the second for the best 
composition. Each school is graded, score 
card method, on the excellence of its rec- 
ord on Health Day. When the inspector 
has completed the county school unit, a 
county prize is awarded to that school giv- 
ing the best co-operation in the work; a 
county prize is also awarded for the best 
composition, and another prize for the 


best knowledge of the catechism. Ordi- 
narily, an inspector can handle the usual 
rural school in a day, though some of the 
larger village or town schools require two 
or more days. 

In our first county to adopt this unit 
of State Board of Health work there are 
57 schools, which will require practically 
three months. The inspector will, like the 
school teachers, have hard work five days 
in the week with Saturday and Sunday 
for rest and recuperation. This unit of 
school work, as we are now demonstrat- 
ing it in North Carolina, couples medical 
inspection of rural schools with the sani- 
tary instruction of the entire community, 
young and old alike—the young through 
the health catechism, compositions and 
lectures, and the old through the lectures, 
but also in very large degree through the 
help the children of the average rural 
school will demand at home of the elder 
members of the families in learning the 
health catechism and in preparing the 
compositions. 

Some of the advantages of the unit sys- 
tem of county health work are as follows: 
It affords a new source of revenue to the 
State Board of Health. The board se- 
cures appropriations for its work from 
the legislature ordinarily only, but by this 
method the counties themselves contribute 
monies to support the work. Again the 
State Board unit system absolutely elimi- 
nates politics from the county health 
work, the State Board of Health using its 
own employees, under its own directions, 
in accordance with its own plans, to exe- 
cute the units in a given county. These 
are pronounced advantages from the 
board’s viewpoint. From the county side 
of the proposition, it is manifest that a 
system that insures a possibly better 
method of doing its health work is an ad- 
vantage to it, besides the most important 
matter of the adaptability of this plan to 
counties. Under the unit system we hope 


to work out in time a county unit of infant — 


hygiene work, a unit of anti-malarial 
work, and when our pellagrologists have 
developed their work a litt® more, possi- 
bly a unit of anti-pellagrous work. In 
fact, under this system, practically any 
health problem in a given county may be 
made the subject of efforts for betterment. 
When a county has tried one unit of work, 
another may be taken up if the county 
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has an income sufficient to justify the ex- 
pense. If a county has sufficient income, 
all of the various units may be worked 
out advantageously. Again, the introduc- 
tion of a single unit may afford the begin- 
ning of public health work in a given 
county. 


THE RELATION OF THE TWO PLANS OF 
COUNTY HEALTH WORK. 


Until a perfected or model plan of 
whole-time officer county health work has 
been evolved, and has sufficient endorse- 
ment by the National Public Health Serv- 
ice and State Boards of Health to compel 
its recognition as a standard plan of sani- 
tation for rural communities or counties, 
the unit system of county health work 
will give more definite results, and for 
less money, in the sanitation of rural com- 
munities than the whole-time county 
health officer as working at the present 
time. You may ask, would I advise the 
discontinuing of the whole-time county 
health officers we now have in North Caro- 
lina? No, far from it. A more earnest, 
zealous set of men are not anywhere 
working out difficult problems for racial 
betterment than are they. But as yet 
there are so many new theories to be 
tested out in medical and sanitary science, 
too, that thoughtful men will, with all the 
knowledge we now have on these matters, 
hesitate in extending the line of what is 
in part experimental work until more 
definite methods are arranged for the car- 
rying on of rural sanitation. In the 
meantime, let populous and prosperous 
counties that have already established the 
office of whole-time county health officer 
continue his services, but at the same time 
let the State Boards of Health give also 
fair trial to the system of specialized units 
of public health work to the end that prac- 
tical comparison of methods, results and 
expense be arrived at. This, of course, is 
necessarily only a provisional plan, to be 
followed for the next few years. Event- 
ually, when methods of rural sanitation 
become standardized, our counties grow in 
~ population and wealth, the unit system op- 
erated by State Boards of Health will 
logically, naturally and appropriately give 
place to the whole-time county health of- 
ficer, but for the next five to fifteen years 
the unit system, possibly, is destined to 
exercise a more practically helpful influ- 
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ence on the progress of rural sanitation 
than can be evolved by an adherence solely 
to the whole-time county health officer 
plan which so many poorer counties of 
minor wealth and population do not feel 
they may institute as yet. 


SANITATING A RURAL HOME.* 


By R. N. WHITFIELD, M.D. 


Assistant Director of Public Health and 
Sanitation of Mississippi, 
Florence, Miss. 


Some months ago, while looking over a 
local paper in Hattiesburg, Miss., my eye 
was attracted to a paragraph in the ed- 
itorial column which struck my fancy, 
and I tore it out and laid it away, think- 
ing that some day I might use it to ad- 
vantage in impressing a useful lesson. 
This is how it read: 


“Oh! Think of the Home Over There” is the 
sweet refrain of a popular hymn. We do not 
want to throw any cold water on the honest ef- 
forts of this pious poet, but we do wish he had 
directed his energies to the improvement of the 
home down here. When a man or woman thinks 
of “the Home Over There” so much that the home 
below the clouds gets but little attention, we think 
that kind of piety is not practical. Think of 
the home you occupy and try to make it better, 
happier, and purer. The home over there is in 
better hands, and won’t need your exclusive at- 
tention until you get there. 


The editor of this paper has been in 
close touch with my honest efforts to get 
some improvement in the homes “below 
the clouds” in the rural districts of his 
own county, and perhaps it was this in- 
fluence which prompted him to bring to 
time that class of men and women who 
gaze beyond the stars and let their earthly 
homes go to filth and ruin. 

There is no grander thing on earth than 
a peaceful, happy, healthy home. It is 
the foundation of society and the corner- 
stone of state and nation. It does not lie 
within our sphere as sanitarians, however, 
to improve the social and religious atmos- 
phere of the home, but rather to bend our 
energies toward the betterment of those 
conditions which by their existence invite 
suffering, misery and death. So doing, 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 
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and so succeeding, we lay the foundation 
for a stronger manhood and womanhood, 
a more hardy race, a greater state, and 
a mightier nation. 

The great need of the South today is 
the improvement of the rural home. First, 
because it needs more improvement as a 
rule than any other home; second, because 
in the South the rural population is greatly 
in excess of that of the cities and towns; 


and third, almost all the public health- 


services have been performed in the cities 
and towns to the exclusion of the rural 
districts. To this, however, there is one 
notable exception—one great agency for 
good—the Rockefeller Commission has 
labored unceasingly for the past five or 
six years in eleven Southern states. The 
men in charge of this big undertaking 
have visited and lectured in almost every 
nook and corner of these eleven states. 
They have examined over a million people 
for hookworm disease; have treated up 
into the hundreds of thousands, while at 
the same time they have spread the gos- 
pel of sanitation in general throughout 
the whole land. This was the greatest 
gift the South has ever had, and we are 
glad to know that the public health of- 
ficials in every state not only gave their 
endorsement, but rendered their hearty 
support to the work. 

The second greatest need in the South 
is the divorcement of public health from 
peanut politics. The most pitiable spec- 
tacle we have in our body politic today is 
the struggle of pie hunters and coat-tail 
hangers for those positions that deal with 
the preservation of the health and lives 
of our people. The peanut political doctor 
should be tabooed from the councils of 
men who are honestly striving for the bet- 
terment of the health and conditions of 
our people. 

In this connection I wish to say that no 
physician will be a success as a health 
officer so long as he is allowed to practice 
his profession. A full-time health officer 
should be placed in charge of every county 
in the South, and he should be a compe- 
tent, capable man. 

Another important need that I could 
mention in this connection is the setting 
of better examples in sanitation by our 
town and country doctors at their own 
homes. The laity naturally looks up to 
the physician for guidance and example, 


and yet we find the average country doc- 
tor with unsanitary closet, and possibly 
not a screen about the house. 

“Back to the Farm” is a slogan we 
have often heard and read about in recent 
years, and I have seen a great deal of it 
taking place. This movement is doing 
much to unify the sentiments and ideals 
of the city and the country. It is helping 
to disseminate among the rural men and 
women the ideals of better living which 
have been gleaned by the city man mov- 
ing to the country, because in the city he 
has been in closer touch with advancing 
civilization. I long to see this slogan tri- 
umph. There is too much of God’s green 
earth unoccupied, and too many human 
beings suffering and starving within the 
crowded limits of our cities and towns. 
I do not want to live where the free air 
and sunlight is shut out from my home 
by the imposing edifices of my neighbors. 
I do not want to live in a tenement or a 
flat where there is scarcely a foot of 
ground whereon my children can play; 
where my neighbor, though only ten feet 
away, is a total stranger to me, and I to 
him. I do not want to live in a turmoil 
of strife and noise. Give me a country 
home—a rural home—not a country house 
as it is today, but a real home, such as it 
should be and can be made. 

I would like to tell you my ideal, in a 
brief way, of a sanitary rural home, to- 
ward which I am myself building for the 
safety and comfort of my family. If it 
is possible, the building should be con- 
structed upon the crest of a gentle emi- 
nence, with natural drainage in all direc- 
tions. If no elevation is accessible, tile 
drainage should be resorted to to remove 
the water from the soil beneath the house 
and premises as well as from the soil be- 
neath the barnyard. A layer of concrete 
ten or twelve inches thick and covered 
with tarred felt and hot pitch should take 
the place of the top soil beneath the house. 
This will prevent soil air and dampness 
from making their way up through the 
floors into the rooms. The floors should be 
doubled and the top floor painted or var- 
nished. The weatherboarding should be 
nailed to a layer of stormsheeting, and 
the inside ceiling should be covered with 
beaver board. I prefer the modern bunga- 
low, because its windows are high and 
large, allowing plenty of light and ventila- 
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tion, and because its roof extends far 
enough over the walls to keep them com- 
paratively dry all the time. The windows 
should be covered with sixteen mesh gauze 
wire hung on frames that swing from the 
facings at the top. There should be a 
vestibule with two screened doors at every 
entrance to the house. All the galleries 
should be nicely screened, and it would 
not be complete without a sleeping porch 
to use during the heated season, and in 
fact should be used the whole year round. 
During very warm days a vast amount of 
heat accumulates beneath the roof of any 
house, which even forces its way down 
into the rooms beneath. To carry this out 
and thus render all the house more pleas- 
ant, large shafts with raised covers should 
extend a foot or two above the ridge of 
the roof, and they should be provided with 
arrangements to close their lower ends 
when the warm season has passed and the 
winter season arrives. For heating pur- 
poses, I believe there is a way to greatly 
improve on the old-fashioned fireplace. 
There is a stove made which will both 
heat and ventilate a house if it is properly 
adjusted. This stove is fitted with a 
jacket. Fresh air passes up between this 
jacket and the stove from a flue that comes 
from the outside. In this way warm fresh 
air is introduced into the room. Another 
flue reaches nearly to the floor and goes 
out through the roof or into a chimney. 
The stove pipe runs through the upper 
part of this flue, warming it, thus creat- 
ing a strong upward draught and draw- 
ing out all the foul air as it accumulates 
in the room. The old-fashioned way of 
baking on one side before a fireplace and 
being chilled on the other side by the 
strong draught making for the fire does 
not appeal to me as being a very healthy 
procedure. We have the choice of a cold 
draught or a hot, stuffy room, and I do not 
know which of the two evils is the most 
acceptable. 

There should be a deep well affording 
pure, wholesome water. This should be 
lifted to a tank above the house by a gaso- 
line engine, thus rendering it possible to 
have a bath tub and a water closet, and 
these should empty into a septic tank. 
The barnyard and stalls should be cleaned 
every day, and the refuse treated with a 
solution of borax to destroy all fly eggs 
and larve.. No mosquito nor fly breeding 


places should be allowed to exist in the 
vicinity, and hog pens should be conspicu- 
ous by their absence. 

A man established in a home like this, 
with a good cook, a telephone, a rural mail 
box and a Ford automobile ought not to 
feel like “this world is but an empty 
dream.” 

I have presented only a dream. There 
is scarcely a home in the rural area of the 
South that will measure up in all details 
with the model I have just briefly de- 
scribed. Rather let us swing back to the 
opposite extreme and view the picture of 
the typical desolate rural homes as we find 
them in our rounds in the piny woods of 
Mississippi, in the mountains of Ken- 
tucky, in the hills of Tennessee, and all 
over our fair Southland. 

The first sad feature that this home usu- 
ally presents is that here is a man who 
has no home—no place to call his own. 
Whether by misfortune, by lack of resist- 
ance to opposition, by accident or by 
choice, he has been buffeted from pillow 
to post—here one year, there another, 
raising a numerous progeny to follow in 
his footsteps, with no love of home and 
country, no education, no desire for noble 
accomplishments. Cleanliness here is the 
unknown equation. Slovenliness is the 
grand ruling passion, and work is to be 
done only from dire necessity. The front 
yard gate sags down on one lame hinge; 
the fences are used for kindling and stove 
wood; the yards are a riot of weeds and 
trash. Goats and hogs sleep under the 
house; the poultry consists of a domi- 
necker rooster, a frizzling hen and one 
small, starving chicken. Perchance he 
has a swine, whose long, slim snout and 
thin, sharp back tell a tale of neglect and 
want. You will be mistaken if you im- 
agine that this is an end of the livestock 
show, for the picture will not be complete 
without the view of three or four lean 
hounds seen from their vantage points 
just outside the kitchen door. It is useless 
to describe the family group that forms 
the center of this picture of desolation. 
Suffice it to say that here is a shiftless, 
ignorant father, a care-worn, burden-bear- 
ing woman, a motley crew of boys and 
girls more like varmints than human be- 
ings. I have not drawn upon my imagina- 
tion in giving you this view, for there are 
thousands of families in the South who 
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are living under no better surroundings. 
People of this class do not think. They 
can not or do not.use their minds; they 
are guided by prejudice. This is one rea- 
son why I say a competent man should 
hold the position of health officer—a man 
who not only knows his job, but knows 
mankind as well. 

Suppose now we turn to the average ru- 
ral man—the man who owns 60 acres and 
a home. He owns a fairly comfortable 
house, but his sanitation is wofully short. 
If he has progressed a step in this line 
he has only put up a few screens. The 
country man is fast learning to hate the 
fly. He is not yet convinced that the mos- 
quito carries malaria. If there is a closet 
on the premises it is unsanitary, is cleaned 
by chickens, hogs and dogs, and is a nest- 
ing place for flies. All the water for 
cooking, drinking, washing and scouring 
is drawn by hand—usually the woman’s 
hand—from a well that is from forty to 
eighty feet deep. I have often heard men 
say, “I wish I had some good old country 
grub.” This ambition is a laudable one, 
but I would like to add one amendment, 
and that is “if this grub is properly pre- 
pared.” Have you ever taken a breakfast 
in a country home where the biscuits were 
as big as terrapins and raw inside? Where 
the butter was soft and white and spongy, 
with a woman’s hair deftly holding it to- 
gether? Where the molasses pitcher stood 
half-cocked and contained from one to ten 
flies and a dozen ants? Where the coffee 
seemed to be half full of sawdust and the 
eggs were fried into a flinder? Have you 
ever taken a dinner at a country home 
where the bread was deep and soggy? 
Where the collard greens were dry and 
stood on end “like the quills of the fretful 
porcupine?” Where the meat was fat and 
rancid, and the buttermilk was sour and 
flaky? Then I would say, good Lord, give 
us women who know how to cook; for bad 
cooking is the root of much evil and dis- 
ease. I have often heard that it is a 
just ground for divorce. 

One stressing need of the country home 
is to lighten the burdens of the mother. 
She gives birth to a child every couple of 
years and nurses one over half of the 
time; she cooks and sews; she sweeps and 
scours; she draws all the water from an 


- eighty-foot well; she breaks her back over 


a washboard; she nurses her sick; she 


helps in the field. No wonder she says: 
“T ain’t much; I’m feelin’ po’ly today.” I 
heard of one woman who was asked how 
she would like to die and be buried. She 
sighed and said: “I think I would like it; 
I would get a good long rest.” 

How would I sanitate a rural home? 
That is a bigger question than it looks 
to be on the surface. There are so many 
things that I would want done in that 
home that it would take a long time to 
tell about it. I have already described 
what a model rural sanitary home should 
be. Speaking broadly, there are three im- 
portant and essential steps to take, and if 
we could get these three things done in 
every home, we would eliminate one-half 
of the sickness in the South. The cost is 
small—from ten to twenty dollars to the 
home—the price of two average sized 
shoats, fifteen bushels of corn, a good sized 
yearling, or the seed from one bale of 
cotton. I refer to clean drinking water, 
thorough house screening, and two sani- 
tary closets. Poverty is not the drawback 
that hinders us from carrying these re- 
forms into effect.. Let a man be ever so 
poor, if he is a convert to the doctrine of 
public health he will find a way. In fact, 
if he has brains enough to see ahead, he 
will do these things as a preventative of 
debt, as a saving in his household ex- 
penses. Every home, from the highest to 
the lowest, already has a well or a spring, 
or some other source of water. A little 
effort is all the expense that is needed to 
put this probable avenue of danger into a 
state of safety. If a man is too scarce of 
money, he can dig a hole in the ground, 
put a lid over it, and he will have a sani- 
tary privy. Then he will only have to 
save up a few dimes and purchase gauze 
wire enough to cover his windows and 
doors. 

What type of closet should be used? 
This depends on the ability of the owner. 
A septic tank comes first. If he is not 
able to put this in, then a fly-proof privy, 
either a pit privy or a pail closet. The pit 
privy needs very little attention for at 
least two years after it is built. A new 
pit is then dug and the old one filled. This 
type of closet is suited for stiff, dry 
ground, and is not safe in a limestone or 
gravel soil. It is still safer when it can 
be on a slant from the well about 200 feet 
away. We have gotten about five hundred 
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pit privies built in the rural districts of 
Forrest county this year, and possibly an 
equal number in Prentiss county in the 
same state. This has been a great step 
forward. More than half of these homes 
had no closets at all. Many men who 
built two sanitary closets had raised large 
families and never had a closet on the 
premises before. The pail closet needs 
frequent attention. The average rural in- 
habitant will neglect it, and when he does 
neglect this kind of closet for a week or 
two it will fall into disrepute; however, 
as I have said, it is necessary to use this 
type where the pit closet is not practical. 
Besides these major improvements in the 
rural home, I would want to see a clean, 
dry barnyard and stables. I would want 
to do away with the filthy pig pen. I 
would want to see the cows milked in a 
clean and sanitary manner, and the milk 
properly handled, and many other mat- 
ters of minor importance done which 
would help to make a sanitary home. 

Perhaps in this connection it will not 
be amiss to give a brief description of 
the various types of closets that may be 
used in sanitating a rural home. This has 
been a vexing question before the men 
who are at present engaged in closet con- 
struction in the South. We have had 
quite a deal of discussion over the propo- 
sition of selecting a uniform type that 
may be recommended to all classes and in 
all sections of the country. There are 
three essential points to take into consid- 
eration—the mental status of the owner 
of the property; his financial ability, and 
the character of the soil. . 

There are hundreds and thousands of 
men who are able financially to install a 
small system of water works and build a 
septic tank, but many of them are not con- 
verted to the necessity, and possibly have 
raised large families without ever having 
a closet of any kind on their premises. 
We might get such a man to install a much 
cheaper system, such as a pail or pit closet, 
and in time he will see his way clear to 
building something better. We can not go 
all the way in sanitating a country home 
by taking just one leap at the proposition. 
If we can get a man to dig a hole in the 
ground and cover it with a lid, we are 
leading him one step nearer to the sani- 
tary ideal than he has ever been before. 
If we can get him to screen his kitchen 
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or his dining room, we are still inculcating 
a progressive spirit into his life, which 
may eventually lead to the eradication of 
malaria from his home. 

The septic tank for a small family con- 
sists of a vault built of cement and sunk 
in the ground. The walls are about five 
inches thick, and the vault is subdivided 
into about three compartments by parti- 
tions that reach alternately near the bot- 
tom and near the top of the tank. - The 
inside measurements are about 4x4 and 
8x8 feet—about the size of a cord of wood. 

One or more manholes are constructed 
in the top; the sewage comes in at one 
end after passing through a trap and goes 
out at the other into a series of tile drains 
laid a few inches beneath the soil. In 
the Kentucky style of sanitary closet the 
privy house is built above the first segment 
of the tank and requires the addition of 
two or three buckets of water per day. 

The pail closet is adapted to any rural 
home. The material costs from three to 
five dollars, about one-eighth as much as 
the septic tank or the Kentucky type of 
closet. However, the amount of attention 
needed for this closet renders it an un- 
certain quantity when we come to consid- 
ering the proposition of sanitating a whole 
rural community. The pails should be 
emptied every week or two, and the re- 
fuse ‘properly disposed of. Even when 
these precautions are carried out, the re- 
fuse is usually buried a few feet in the 
rear and makes of the pail closet a pit 
closet after all, only in a round-about way. 
This type of closet is built as any other 
closet except that the floor extends to the 
rear, the seat is wider and a trap door 
opens behind. There should also be lids 
on the seat and a flue extending from the 
seat on up through the roof. Pails or tubs 
are placed in the seat box and are emptied 
at regular intervals. 

The pit closet, which may be used in 
any compact, dry soil, is a closet about 
4x5 feet in size, with a seat twenty-one 
or twenty-two inches wide, built solid 
over a pit two feet and a half wide, and 
a little shorter than the closet. Its depth 
will range from three to six feet. Hinged 
lids are placed over the holes in the seat 
and a flue extends from the seat on up 
through the roof. In other words, all 
the closet beneath the seat is fly-proof. 
The dirt is banked up a few inches all 
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around and suitable drainage provided to 


© keep water from running into the pit. A 


few shovelsful of old compost should be 
thrown into the pit to introduce nitrify- 
ing bacteria. In two counties in Missis- 
sippi we have gotten practically a thou- 
sand of these closets constructed, and 
mostly at homes that have never had a 
closet before. If we had started in with 
the septic tank or any other costly device, 
we could not have gotten a hundred built 
in the same space of time. 

The L. R. S. privy is an excellent con- 
trivance, and is strictly sanitary if prop- 
erly looked after. The main features of 
this closet are a barrel, preferably made 
of metal, a T-shaped pipe, and an iron 
pot on the outside which receives the over- 
flow through the pipe from the barrel. 
The barrel is placed under the seat and is 
filled with water to the level of the dis- 
charge pipe. A shovelful or two of com- 
post should be introduced into the barrel 
to start the nitrifying process and the pot, 
when full, can be easily attended to, as:it 
contains only fluid, which can be sterilized 
by boiling or by treating with strong an- 
tiseptics. The barrel itself will not need 
any attention for possibly two or three 
years, when it can be cleaned out and 
more water introduced. This type of 
closet can be used in the limits of a city 
as well as in the country. 

The sanitary box is the cheapest and 
simplest of all devices for the disposal of 
human excrement. It consists of a strong 
box with a hole and a lid placed over a 
hole about eighteen inches square and 
three or four feet in the ground. We have 
gotten quite a few of these put in where 
we could get nothing else, but the cost 
of the pit privy is so small almost any 
man, no matter how poor, can build one 
for the use of his family. 

We have no figures to show how many 
hundreds of thousads of cases of malaria 
we have in the South each year, nor can 
we give the exact number of cases of 
typhoid fever, dysentery and other intes- 
tinal diseases. Suffice it to say that in 
Mississippi we had last year 625 deaths 
from typhoid, 1,030 deaths from malaria, 
294 deaths from dysentery, 6 deaths from 
hookworm, and 900 deaths from diarrhea 
and enteritis. These give a total of 2,855 
out of 21,485 deaths in the state. Nearly 
200,000 examinations for hookworm have 


been made in Mississippi, and over one- 
third of the number were found affected. 
In eleven Southern states during. the five 
years ending January Ist 1,087,666 exam- 
inations were made for hookworm, show- 
ing an infection of 33%. What would it 
mean to the South to banish all the hook- 
worm disease! To do away with the hun- 
dreds of thousands of cases of malaria! 
To stamp out the tens of thousands of 
cases of typhoid, dysentery, and other in- 
testinal diseases! All of this is possible 
by the construction and use of two sani- 
tary closets at each home by thorough 
house screening and by the use of pure 
drinking water. 

It is a crying shame that our govern- 
ment gives more money for the care of 
pigs and goats than it gives to preserve 
the health of its children; that it does 
more for a Jersey cow than it does for 
a woman; that it takes better care of its 
mules than it does its men. Not only is 
the National government at fault in this 
particular, but our states can be accused 
of the same degree of negligence toward 
their citizens. Only a few years ago the 
state of Mississippi was giving $40,000 to 
the Livestock Sanitary Commission and 
$5,000 to the State Board of Health. 

May the day soon come when men, 
women and children will be considered 
as valuable assets in the estimation of our 
state and national governments as any 
other livestock, and we trust that they will 
receive even a scant excess of considera- 
tion. 


DISCUSSION 
Papers of Drs. Ferrell, Way, and Whitfield. 


Dr. J. H. Florence, Houston, Texas.—I have 
been very much pleased with the trend of these 
papers. I am glad to see that stress is being laid 
upon the health of the rural communities, be- 
cause this is a subject which has been greatly 
neglected in the past. It is true that the cities 
have taken care of themselves largely, but the 
rural communities have been neglected. 

There is one thing I want to impress upon you 
and that is the importance of a whole-time health 
officer, and this whole-time health officer should 
be a specialist, and the peanut politician will 
never be relegated to the rear until we have a 
whole-time specialist on health matters, and we 
will have politics in the profession as long as 
reputable physicians accept this trust at less 
than a living wage. 

I was much interested in Dr. Lincecum’s paper 
in regard to a system of sewerage. The impres- 
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sion is that money is the thing that keeps us 
from getting sewerage systems. One gentleman 
said that if you want money the way to get it is 
to go to the legislature; that the legislature will 
give us all the money we want when the people 
demand it, and we medical men should instruct 
the people to demand appropriations from the 
legislature for these improvements. Dr. Whit- 
field made the point about getting money in con- 
nection with cattle, sheep, and so forth. It took 
one legislature only fifteen minutes to pass the 
Wolf bounty of $100,000, while it took them sixty 
days to pass a bill of $25,000 to kill rats. The 
difference is this, that the two hundred sheep 
and goat men came up from the rural districts 
and demanded the legislature to give this money, 
and they got it in fifteen minutes. In connec- 
tion with the proposition to investigate the bu- 
bonic plague situation and the extermination of 
rats, there was one lone man who made the fight, 
but it took him sixty days before he got $25,000 
for this work. 


PELLAGRA. DIET AS THE ESSEN- 
TIAL ELEMENT IN ITS CAUSE 
AND CURE. 


By CARL A. GROTE, M.D., 
County Health Officer, Jasper, Ala. 


For the past two years it has been my 
privilege to give my entire time to public 
health work in Walker county, Alabama. 
There are some forty practicing physi- 
cians in the county, and it has been with 
them that my observations of pellagra 
have been made. Walker county covers 
an area of about 875 square miles, has a 
population of some 44,000, and is now 
one of the wealthiest counties in the en- 
tire state. But this condition has not 
long been true. Only a few decades ago 
Walker was one of our most backward 
counties; there were no railroads to bring 
civilization; her hills were barren, and her 
valleys tilled by unprogressive white farm- 
ers. And yet, these same farmers pro- 
duced at home their own foodstuffs, such 
as milk and butter, chickens and eggs, 
beef and pork, and found an abundance 
of wild game in the forest, which formed 
an essential and nutritious element of 
diet. Our former probate judge tells us 
that his own father used to boast of kill- 
ing a deer every few days as he split rails 
in the woods of Walker county; that often 
in the late winter and spring their bread- 
stuffs would become exhausted and then 
they would substitute breasts of wild tur- 
keys, which had been dried during the au- 
tumn. One of our progressive farmers 
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tells us that when a boy he remembers 
having seen seventeen venisons in his fa- 
ther’s smoke house at one time. It is the 
rule and not the exception to have the 
older settlers tell us of what an important 
and essential element of diet wild game 
used to be. 

About the year 1890 vast quantities of 
coal were found in the hills of Walker 
county. Large mining corporations began 
operation in every section until today 
there are thirty-three large mining camps 
and seven incorporated towns within the 
county limits. With the beginning of this 
transitional period a number of far- 
reaching changes began. The coal op- 
erators imported skilled laborers, both 
white and black, who knew the coal busi- 
ness, made good wages, and not only 
bought good food for themselves, but 
bought the native farmers’ produce. Then 
a great many farmers, especially the un- 
progressive ones, abandoned their homes, 


_ sold their cows and chickens and took 


their large families to the mining camps. 
And these same unprogressive farmers 
usually make poor miners, and conse- 
quently a poorer living for their families. 

During the year 1914 there was a 
minimum of 112 cases of pellagra in 
Walker county. Most of these cases I vis- 
ited with the doctors and together we dis- 
covered the following facts: Only 11.6% 
of the cases were in our incorporated 
towns, which represent 25% of our total 
population. We found that from the cases 
that were in the towns there was no 
spreading of the disease, though - condi- 
tions were all favorable to the spread of 
an infectious disease at that time. But 
the disease was in our mining camps and 
in our rural districts, and with few ex- 
ceptions was found among our poorer peo- 
ple. From a therapeutic point of view, 
we became heart sickened. We tried 
cacodylate of sodium and most of the other 
recommended preparations of arsenic, 
iron, etc., and watched the medical jour- 
nals for new remedies only to have a 
large percentage of our patients die as 
though ungrateful for our efforts. Of the 
112 cases (minimum) we lost 30, or 
26.7%. 

During the year 1915 there was a min- 
imum of 200 cases of pellagra in Walker 
county, enough to arouse the interest of 
laymen and to demand a closer study of 
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the disease by the health department. In 
one of our mining districts we found a 
very interesting situation. There are two 
camps in this district controlled by the 
same corporation and only a quarter of a 
mile apart. In Camp A pellagra was con- 
spicuously absent. In Camp B there were 
some 20 cases of the disease, and in this 
camp it had seemed endemic for the past 
several years. In one house five cases had 
developed and the patients died, which 
house, by order of the general manager, 
had been torn down and burned. The 
people in both camps bought their foods 
from the same store or commissary. From 
these facts the company doctor and the of- 
ficials were strongly impressed with the 
infectious nature of the disease. But upon 
a closer study of the situation the follow- 
ing facts stood out boldly: The open-back 
surface privy was in general use in both 
camps. In Camp A, which was almost en- 
tirely free of pellagra, the company of- 
ficials lived, the bookkeepers, the clerks, 
most of the skilled miners and the negro 
miners. The officials stated that the ne- 
groes were good miners, made an average 
better wage than the white miner, and 
bought the best food. The company of- 
ficials were vying among themselves as 
to who owned the best cow. In Camp B 
we found only one class of people—the 
poor native white miner who had left his 
country home and moved to the mining 
camp. The company officials stated that 
they were not good workers and that they 
didn’t know how some of the families made 
a living. The storekeeper told us that they 
bought the poorest kind of food, rarely 
buying a piece of steak or fresh meat. 
By visiting the homes in this camp we 
found that they largely lived on corn 
bread, molasses, brown gravy (melted 
lard thickened with flour), and white 
meat. There were no cows in this camp. 
And this was the camp shot to pieces by 
pellagra. Three months after this survey 
the same company doctor writes us: “I 
am convinced that an unbalanced diet is 
the important factor in the causation of 
pellagra. Well nourished people do not 
have the disease. Since I enthusiastically 
adopted a diet, high in proteid value, in 
the treatment of pellagra, I have treated 
35 cases; 28 with diet and some medica- 
tion and 7 with diet alone, all of which 
are now apparently well. I believe diet is 


paramount in the prevention and cure of 
pellagra, though medication forms a val- 
uable adjunct, especially in cases compli- 
cated by some other disease.” 

In another large mining center condi- 
tions were found almost duplicating the 
above described situation. In our rural 
districts we found that our progressive 
farmers who owned cows and supplied a 
good diet for their families did not have 
pellagra in their homes. In our most 
progressive farming community there 
was not a case to be found. But in other 
districts we did find it. We found three 
families in each of which there were five 
cases of pellagra. These people were the 
poorest of the poor and we were not only 
convinced that the diet they had was de- 
ficient in proteids, but that they often 
went hungry. Upon a liberal diet, which 
we were able to assist in securing, all of 
these patients, with one exception, are 
now apparently perfectly well. The one 
exception was an imbecile boy who had a 
tubercular spine, developed pellagra and 
only lived a few weeks. 

So convincing to us was the evidence 
against an unbalanced carbohydrate diet 
as the essential element in the causation 
of pellagra, and a diet consisting largely of 
milk and eggs, lean meat, peas and beans 
as a cure and prevention of the disease, 
that we began a pellagra campaign. The 
newspapers carried our many articles for 
us; in public health lectures delivered in 
every section of the county the problem 
was fully discussed, and people generally 
were urged to use a proteid diet in addi- 
tion to any medical treatment for pellagra. 
During 1914 we had 112 cases, resulting 
in 30 deaths, or 26.7%. In 1915 we had 
200 cases and 32 deaths, or 16%. These 
figures may be misleading, but the fact is 
that the doctors of Walker county are, 
with few exceptions, enthusiastic in a 
campaign to wipe out the disease. One 
of our best students and practitioners 
writes us: “During the year 1915 I 
treated 60 cases of pellagra and had one 
fatality. This death occurred before I be- 
gan earnestly the use of a proteid diet 
in its treatment. I have had just as good 
results with those patients I treated with- 
out any medicine as those given medicine 
in addition to diet. I am convinced that 
an unbalanced diet, lacking in proteids 
and excessive in carbo-hydrates, is the es- 
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sential element in the causation of pel- 
lagra. Not a single one of my patients 
owned a cow when the disease developed, 
but I am getting them to understand the 
problem and to secure cows.” Other doc- 
tors are just as enthusiastic, the people 
of Walker county have become acquainted 
with these facts, and we fully expect to 
have less pellagra during the next year. 


CONCLUSIONS. 


From all of the evidence that we have 
been able to gather in Walker county we 
believe that the following conclusions are 
justified : 

1. Well nourished people do not have 
pellagra. 

2. The diet of our backward farmers, 
and farmers who have moved to the min- 
ing camps, has undergone a serious de- 
terioration in nutritive value during the 
past few decades. 

3. In our cases of pellagra there is the 
sameness of diet, excessive in carbo-hy- 
drates and deficient in nitrogenous ele- 
ments. 

4. Pellagrins as a class do not own 
cows, consequently are deprived of milk. 

5. A well balanced nutritious diet, in 
addition to almost any medical treatment 
with its psychic effect, will cure most 
cases of uncomplicated pellagra. 

6. It is the duty of our boards of health 
to teach and demonstrate to the masses 
that pellagra can be cured and prevented. 


THE SOIL AS A POSSIBLE MEDIUM 
FOR THE ETIOLOGICAL 
FACTOR OF PELLAGRA. 


By C. C. PARRISH, M.D. 
Fort Worth, Texas. 


Not only do I believe the soil to be a 
medium for pellagra, but, like Dr. J. L. 
Jelks, I believe that it is an intestinal in- 
fection. When I treated my first case in 
1909, I gave it thymol because I thought 
it was a case of hookworm infection, not- 
withstanding the fact that it had been di- 
agnosed pellagra by a county medical so- 
ciety where they had seen more than a 
dozen cases, and when the case recovered 
from that attack as the result of the thy- 
mol, I wrote an article calling attention to 
he similarity of the symptomatology of 
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the two diseases, and advised the giving 
of thymol to pellagrins, which I am doing 
to this day. 

Sambon says: “There would seem to be little 
to be gained from examination of the blood in 
pellagra, but the failure to find any definite mi- 
croscopical parasite does not, of course, exclude 
some ultra-microscopical germ as possibly being 
the cause of the disease (compare yellow fever, 
denegue, etc).” 

Why not some ultra-microscopical germ 
in the soil of the yard or garden which 
the women and children, we know, are 
more exposed to than the men, and espe- 
cially the women who have the disease 
more frequently than the men, which may 
be explained by the greater frequency in 
which women visit the gardens. 

In rural districts where there are no 
sanitary sewer connections, and the open 


privy is a common source of contaminat-— 


ing the soil with human excreta, we find 
the greatest proportion of pellagra. In 
our very large cities where the people are 
not exposed to the soil, we have little or 
no pellagra. It is one disease that travels 
from the country towards the cities and 
stops, so far as origination is concerned, 
where the cultivation of the soil stops and 
the sanitary sewer connections begin, or 
where the soil ceases to be contaminated 
with human excreta. In other words, pel- 
lagra stops where the cultivation of the 
soil around the surface privy ends. 

My idea of prevention of pellagra would 
be to stop cultivating the soil where hu- 
man excreta has been deposited, bearing 
in mind the possibility of chickens carry- 
ing the excreta from some surface privy 
to the garden spot many yards away; also 
that it may be possible for people to con- 
taminate the soil many months before they 
are suspected of having the disease. 

The two following family histories may 
be of interest in that connection. 


The grandmother suffering with pellagra had 
lived with the family the year before, and had 
used the privy located in the highest elevated 
corner of the garden. The next year the only 
three members of that family of seven that 
worked in that garden contracted the disease. 
The father was away from home all day, the 
oldest sister was in school in a distant town, 
and the two youngest children were too small 
to be of any assistance, and they all escaped, while 
the mother and the only two children who sub- 
sequently worked in this garden contracted the 
disease. 

Second. In a family where the grandfather died 
the year before of pellagra, the last six months 
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' being confined to his bed, I noted that the ex- 


creta of the patient had been thrown in the weeds 
of an adjacent lot. The next spring the adjacent 
lot was turned into a garden and the following 
summer of the same year all of the members of 
that family contracted pellagra simultaneously, 
except the baby, which was too young to work in 
the garden. 


These facts suggest that whatever is the 
medium for the spread of pellagra, it 
seems to be stationary and constant; also, 
that it is something that women are more 
exposed to than men; that the children and 
aged are exposed to it in equal numbers, 
and a medium that is more active in the 

pring, summer and fall than in winter. 

The elder Strombio emphasized the 
point that pellagra occurred in high, dry 
countries. Throughout the history of the 
scourge all writers have agreed on the one 
point, that workers in the earth living in 
rural districts are almost exclusively the 
class of people affected. Recently this 
fact has been made use of in proving the 
correctness of Sambon’s hypothesis. 


Sambon says: “In all districts comprising 
both low, flat, or hilly, well watered areas, and 
more or less mountainous areas, I invariably 
found pellagra to prevail in the former an to be 
absent in the latter.” 

Also: “In non-endemic areas, such as Castione 
della Presolana, in the province of Bergamo, not- 
withstanding the presence of numerous pella- 
grins, I was unable to find a single case of the 
disease among the younger children, whether 
their parents were pellagrins or not. I exam- 
ined with special care the children of families in 
which both parents were pellagrins and hai con- 
tracted the disease before the birth of the chil- 
dren, but I was unable to detect any sign of the 
disease in the offspring. Indeed, these children 
differed in no way from the children of non-pel- 
lagrin parents living in the same locality.” 

“Both physicians and peasants told me of pel- 
lagrins whose elder children, born in a pellagrous 
district, were also pellagrins, whilst the young- 
est, born after the removal to a healthy locality, 
were entirely free from the disease. On the 
other hand, it has frequently happened that in a 
family the four, five or more healthy children 
born in a pellagra-free district acquire the dis- 
ease all at the same time on taking up residence 
in a pellagrous locality.” 

Wood: “It has always been held in Europe 
that the disease is almost exclusively limited to 
field laborers, and from the earliest writings we 
learn that Frapolli, Gherardini and Odoardi, as 
well as many others, considered it a disease 
entirely of the rural sections and that cities 
were veritable places of refuge from it. Sambon 
found that the majority of cases examined by 
him were in field laborers, but even this class 
was not affected except in the endemic centers. 
He further claims that healthy mechanics and 
workers in other classes of labor than agricul- 


ture would become pellagrous when they became 
tillers of the soil. He found the disease occa- 
sionally in coachmen, fishermen and priests, as 
well as in shepherds, carpenters, masons and 
shoemakers, but explained this by the fact that 
at certain seasons of the year these people would 
go into the fields to help out in the rush. While 
pellagra is known to occur quite frequently 
among the farming people, the fact remains that 
this class is not so universally affected as in 
Europe. Again, it is interesting to note that 
in America the disease is often found in the 
cities. Many cases have been reported from 
Atlanta, Mobile, New Orleans, Charlotte, Columbia 
and other cities. Quite notably is the occurrence’ 
of a large number of cases in the thrifty city of 
Durham, N. C., one of the wealthiest cities of 
its size in the United States. It has never been 
carefully enough studied to determine just how 
much time these victims of the cities spend in 
the country each year. It is a common custom in 
the South, as well as in other sections, to leave 
the cities with the approach of warm summer 
weather and to seek cooler places in the coun- 

Lavinder recently wrote: “If communicable 
at all, pellagra certainly does not seem to be so 
in any very direct way from one individual to an- 
other. Evidence is not lacking that pellagra. is 
possibly a disease of place or locality.” 


PELLAGRA INVESTIGATIONS IN THE 
GEORGIA STATE SANITARIUM 
FOR THE INSANE. 


By E. M. GREEN, M.D. 
Clinical Director 
Milledgeville, Ga. 


The intensive study which has been 
given to pellagra within the past few years 
has resulted in the accumulation of a vol- 
uminous literature through which one 
wades only to arrive at the conclusion that, 
while many of the writers have done indi- 
vidual work which justifies them in form- 
ing opinions in regard to the disease, oth- 
ers have expressed merely superficial im- 
pressions based chiefly upon publications 
which have come under their notice. 

So many theories, plausible and other- 
wise, have been advanced as to the causa- 
tion and treatment of the disease, and so 
warmly have they been defended by their 
supporters, that one who has no large ex- 
perience with such cases must acknowledge 
a state of perplexity which does not grow 
less as the current issues of the journals 
are read. 

Many problems associated with pellagra 
are unexplained and some of them will 
probably remain so for many years, but 
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out of the mass of theory and suggestion 
two facts stand out which have not been 
controverted—first, that pellagra has been 
experimentally produced; second, that re- 
currences of the disease have been pre- 
vented. 

As an officer of the Georgia State Sani- 
tarium, I have had an opportunity to fol- 
low closely the work which has been car- 
ried on in the institution throughout the 
past twenty-five months, under the aus- 
pices of the United States Public Health 
Service. Although the number of patients 
under the care of this department has, un- 
til recently, not been large, valuable sta- 
tistical work has been done in addition 
and investigations of the mental states 
of pellagrins have been conducted over a 
period of eight months. The collected 

| statistics, covering 1,291 cases of pellagra, 

show that of those patients who recovered 
from an attack and remained in the insti- 
tution for one year or more, 59.2% had 
recurrences, 79.4% of which took place 

within the period of one year, while 16.1% 

. occurred during the second year. 
Dr. D. G. Willets, under the direction 
of Surgeon Joseph Goldberger, has car- 
ried 72 patiénts through the first year sub- 
sequent to an attack and now has under 
observation 125 pellagrins, some of whom 
will be carried through one year and the 
remainder through two years. Of the 
former number, who have completed the 
year, not a single recurrence has been 
noted, although each case is examined 
daily for evidences of the disease. They 
have been given no drugs, even the cases 
in which tonics were indicated received 
none, and by means of a full, suitably bal- 
anced diet alone, the above results have 
been obtained. All of these patients, with- 
out exception, have gained in weight and 
are among the most robust and healthy of 
ny in the institution. 

It remains to be seen whether recur- 
rences will take place or not, but from 
the undoubted improvement already made 
and from the general appearance of the 
patients, we have ground to expect that 
they will not do so if the present diet is 
persisted in. 

Of 43 cases treated from a therapeutic 
standpoint by diet alone, thirteen were 
excluded for reasons which seemed to be 
sound. In the remaining 30 cases the 
mortality rate was 6.6%, a record which 


is much lower than has been noted under 
any other form of treatment carried out 
in this institution. 

If the investigations of the Public Health 
Service in Georgia have accomplished 
nothing more, they have proved beyond 
doubt that the employment of suitable diet 
alone may bring about the recovery of 
cases not too far advanced and that it will 
prevent, for a time at least, recurrences 
of this disease. 


A PLEA FOR THE CONSERVATION OF 
HEALTH.* 


By Harry S. Musrarp, M.D. 
Charleston, S. C. 


A few years ago there arose the term, “the 
tired business man.” This term and the un- 
fortunate individual who was the cause of its 
origin, at once became popular. The fatigued 
one was allowed liberties alarmingly broad, 
and to him were attributed virtues and vices 
not possessed by the ordinary mortal. He was 
easily peeved, of a crabbed temper, irascible 
in the extreme. The tiredness might manifest 
itself by depression of spirits, marked nervous- 
ness, with which was often associated crying 
spells in the strongest men, and there was as a 
rule an inability to concentrate the mind, or to 
do routine work with the efficiency of former 
days. Loss of weight, sick headaches, acute 
indigestion, impairment of gait were among the 
details which made up the picture of the man 
who was thought to be worn out by the stren- 
uous life. 

For relief the sufferer turned to the doctor, 
and the doctor said “neurasthenia”—a pomp- 
ous, high sounding name, one fairly redolent of 
deep and scientific knowledge, and yet with the 
necessary touch of mystery to lend interest. 
Now, while I do not for a moment want to be 
understood to say that there is no such -dis- 


ease, because I believe that there is, I must 


maintain that to have neurasthenia became 
very, very fashionable. The doctor could 


*Read before Medico-Chirurgical Club August 
23, 1915. 


a 
| j 
A 
j 
| 
| 
j 
| 
| 
| 
| 
x 


232 


make this diagnosis, and whether right or 
wrong, be sure of a satisfied patient. The 
prognosis for the neurasthenic was good, bad 
or indifferent: he might get well, he might die, 
or he might rock along in poor health for 
years. From a scientific standpoint, it could 
be clearly seen that for this term to cover so 
many and varied conditions was not satisfac- 
tory, and though we still use the name neuras- 
thenia, it is in a far more restricted sense than 
formerly, and in future it will be less used 
than at present. And so in retrospect we can 
see that it has been a matter of diagnostic 
acumen; the tired business man was in reality 
a sick man, and was thought always to have 
neurasthenia. Now we know that neurasthe- 
nia, as formerly applied, was frequently made 
to cover any one of a multitude of diseases in 
its incipiency. 

It would indeed be fortunate could the male 
pass through a menopause somewhat similar 
to that of the female, and have this time of 
life as a general stock taking period. We all 
know how the woman of forty dreads the un- 
forseen developments which the next few years 
hold for her. At about this age she will 
usually consult a physician, and is willing to 
look to her health with considerable care. Many 
diseases that would not otherwise be detected 
in their early stages are thus diagnosed in the 
female, and at this time prove amenable to 
treatment. 

Recently the more progressive of the insur- 
ance companies have instituted a Health Con- 
servation department, and at stated periods 
the policy-holder is requested to allow that 
their physician make an examination of him. 
This, to my mind, is a long step in the right 
direction, and ought to meet with most bene- 
ficial results, both to the insurer and the in- 
sured, 


As the years pass on, we are all subject to 
certain wear and tear; diseases of childhood 
may take the prime of life to manifest the far- 
reaching destructive powers of their sequelae; 
tuberculosis, contracted in early infancy, may 
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strike the young man on the threshold of suc- 
cess; nephritis, the starting point of which 
was an undiagnosed and mild scarlet fever, 
may suddenly show its presence in an uremic 
attack, 

Are you getting stouter? Are you getting 
thinner? Do you know why? Are you sure 
that this change which is taking place is in 
accordance with perfect health? This increase 
of weight, of which you are so proud—are 
you sure it is not water that is puffing out 
your waist line? A cirrhotic liver, coyly nest- 
ling under the diaphragm, will bring about the 
same profile to the belly. Or possibly, with 
perfect aplomb and smug contentment, you are 
nursing among your wrecked intestines a 
tumor, which by pressure is giving you this 
figure, which fills you with so much satisfac- 
tion. 

How about those pounds that you are los- 
ing? Have you had your urine examined re- 
cently? Remember that diabetes, under cer- 
tain limits can be controlled, and the fat man 
who is getting thin has not always reason to 
be thankful for this mysterious lessening of 
the weight which he has been carrying for 
years. It was only the other day that I ex- 
amined for insurance a motorman who 
weighed two hundred pounds. He took occa- 
sion to tell me, with a great deal of satisfac- 
tion, that he had lost about twenty pounds. 
No, he couldn’t say why. His urine contained 
3% sugar. Remember, too, that Old General 
Tuberculosis first begins the training of the 
recruits for his army by taking off their extra 
and then their necessary weight. 


Give the dentist a dig at your teeth. There 
is no greater asset than good teeth, but aside 
from your appearance, and your absence from 
toothache, bear in mind how a diseased mouth 
may play havoc with the kidneys and stomach. 
We are just beginning to realize what a large 
percentage of nephritis is due to some suppur- 
ating process in the gums: this poison, being 
slowly and continuously absorbed, acts as an 
irritant to the unoffending kidneys, and maims 
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them for the rest of your shortened life. Bad 
teeth and insufficient mastication always go 
hand in hand, and poorly chewed food is an 
excellent thing to bring about a chronic indi- 
gestion, with all the train of misery and dis- 
comfort that so often follows. Change in the 
quality of the gastric juice may be followed 
by ulcer, and ulcer of the stomach is a most 
bewitching and enticing bed’on which the can- 
cer will take illegitimate enjoyment; you are 
not only the Pandar to this nauseous inter- 
course, but you give your life as the price. 

If you have ever had a venereal disease of 
any sort, it 1s lo be noped that you are keep- 
ing a careful watch upon yourself. Because 
you are fat and forty, don’t run away with the 
idea that the wild flings of youth are of neces- 
sity fully paid for. Many is the man, who, 
after finding it hard to walk in the dark, and 
with some eye trouble, discovers that those 
pains in the stomach which he took for indi- 
gestion, are in reality gastric crises. Tabes 
dorsalis is not a parasyphilide; it is syphilis 
itself. Watch your step; don’t let locomotor 
ataxia send you shuffling to the cemetery. 


You remember the plight of the old gentle- 
man, who, after spending the first half of his 
life making bread, spent the latter half making 
water? This ought to bring to your mind that 
nerve-wracking, urine stopping prostate gland. 
If you are yet young, be sure that there are no 
temporarily latent foci of an old gonorrhoea 
in this choice spot; if you are middle aged, get 
treatment before the knife becomes the only 
source through which you can regain comfort ; 
if you are already in the late years, remember 
that, with other organs in good condition, mod- 
ern surgery can do a great deal for you. 

Among other wise things, Dr. Osler has said 
that the finding of a few hyaline casts in the 
urine of a man past forty has usually a most 
salutary effect. It makes him realize that he 


is no longer the young dog he once was; that 
if he hopes to reach old age in any degree of 
comfort and grace, he must get back to a 
quieter type of life. Continuous disregard of 
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the fundamental laws of health will in the end 
bring about trouble; and the kidneys, by hav- 
ing their function impaired, are among the 
first to show the danger signals. Maybe those 
“sick headaches” which you have been having 
are not simply the result of indiscretions in 
diet. If the public would only watch them 
with half the care that they give to an unof- 
fending but much Advertised pain in the back, 
far more frequently would the home-made 
diagnosis of Bright’s disease be confirmed and 
helped by the doctor. And really, you know, 
though the cause of old Mr. So-and-so’s death 
was said to be “acute indigestion,” and the at- 
tack did start with headache, nausea and vom- 
iting, what he most assuredly had was uremia. 
Look with suspicion on these attacks of acute 
indigestion, you middle-aged gentlemen. 


The taking of the blood pressure is a most 
efficient means of determining how the arterial 
pipe line is holding up under the stress and 
Strain of disease and age. Impure blood cir- 
culating in the arteries will as surely eat out 
their lining and corrode their substance as 
would nitric acid turned into the water works 
of your house. Get a blood pressure reading. 
If too high, find out from whence comes this 
irritant in the blood stream. Remove it if 
possible. Get rid of that intestinal putrefac- 
tion which has been going on in you for years. 
Have your urine examined occasionally for 
indican, and establish a check upon how well 
you keep the trouble removed. 


With certain men it cannot be denied that 
every grace they say at meal-time is an install- 
ment upon their funeral service. They eat too 
much. The constant cramming of an over- 
worked stomach must of necessity mean im- 
properly digested food, and this means more 
trouble in assimilation of that which is nutri- 
tious, and trouble in getting rid of the waste 
causes piles of discomfort and constipation. 
Moderate your diet; follow the precept of cer- 
tain wise men in medicine, and as you grow in 
years past mid-life, let your food gradually ap- 
proach and simulate that of early infancy. 
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And so with drink—anti-prohibition bever- 
ages, I mean—don’t let the years go on and 
find you with your regular three drinks a 
day. ‘Cut them out except for the rarest 
occasions. Alcohol has an unpleasant way 
of exploding sometimes; it might take the 
form of a cerebral hemorrhage in your case. 


And now a last word about the weather. It 
is undoubtedly a fact that while pneumonia is 
due to an infection, dampness, cold and expos- 
ure are frequently the means of starting this 
spontaneous combustion. Most of us, I am 
afraid, take rather a pride in paying no atten- 
tion to inclement weather, and frequently 
bring on colds and coughs which invite the 
pneumococcus to grow in their fertile depths. 
Though pneumonia has been called the friend 
of the aged, many a man, after carefully going 
through years of interstitial nephritis or val- 
vular disease, will die an unnecessary death 
from injudicious exposure on a cold winter’s 
night. 

Gentlemen, let us take stock of ourselves. 
The strongest health fund can become bank- 
rupt. And in the business of health, when fail- 
ure comes, we are left to the miserable exist- 
ence of one who has squandered his most pre- 
cious heritage; a man without hope for the 
future. 


AUTHORS’ ABSTRACTS 
Tropical Diseases and Public Health. 

The Prevalence of Peilagra; Its Possible Rela- 
tion to the Rise in the Cost of Food. By Edgar 
Sydenstricker, U. S. P. H. S., Washington, D.C. 
Public Health Reports, October, 1915. Reprint 
No. 308. 

The possible relation of the incidence of pel- 
lagra to certain conditions of an economic char- 


acter is suggested by certain recent observations 
on the relation of diet to the incidence of the 
disease. These observations are that there is a 
disproportionately small amount of proteins in 
the diet of those developing the disease, that pel- 
lagra can be produced by a diet lacking in pro- 
teins, and that it can be cured by a balanced diet; 
that the disease is prevalent principally in the 
South, especially in mill communities, is closely 
associated with the condition of poverty, and has 
apparently increased considerably during the last 
seven or eight years. 


A review of the more important data relating 
to the diet of workingmen’s families, which have 
been obtained in detailed investigations of work- 
ingmen’s families by various investigators from 
the federal Bureau of Labor and other govern- 
mental as well as private agencies, affords a basis 
for the following tentative conclusions, pending 
more detailed studies of the relation of pellagra 
to economic conditions. 


The lower the economic status of the family, 
the greater is the necessity for sacrifices in diet, 
particularly in animal protein foods, since ani- 
mal protein foods are the most expensive. The 
economic status of native white wage earners’ 
families in Southern mill communities is lower 
than in other sections of the country. The sup- 
ply of protein foods in Southern industrial locali- 
ties, particularly mill villages, has been restricted 
by a number of factors. Actual studies of sev- 
eral thousand typical wage workers’ families in 
Northern and Southern industrial communities 
show that, under similar conditions of income 
and size of family, the proportion of proteins in 
the diet of the Southern families is considerably 
less and of carbohydrates and hydrocarbons con- 
siderably greater than in the diet of Northern 
families. 


Certain factors have tended to intensify this 
condition in recent years, particularly since the 
industrial depression began in the latter part of 
1907. While the supply of a better balanced diet 
has apparently not been improved materially, 
the economic status of the average Southern 
wage worker’s family was lowered during sev- 
eral years of industrial depression, and retail 
prices of food have greatly increased. The in- 
crease in prices of animal protein foods has 
been over 60% greater than that of other foods. 
There has thus apparently occurred an increased 
disadvantage in obtaining animal protein foods 
which has affected the poorer classes of families 
the most. 
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REPAIR.* 


(Part IT.) 


By ISIDORE COHN, M.D., F.A.C.S. 


Assistant Professor Minor Surgery and 
Instructor of Clinical Surgery 
Tulane University: Junior 
Surgeon Touro In- 
firmary 
New Orleans, La. 


and 


GUSTAV MANN, M.D., C.M., Boe. 
New Orleans, La. . 


For more than two and a half years we 
have been working on some of the prob- 
lems connected with bone repair and re- 
generation. In previous communications 
I have reviewed the literature up to 1914. 
The literature since that time is volum- 
inous and, in places, contradictory. To 
the reader as well as to the experimenter 
at a certain period of his work it would 
appear strange that after like experiments 
unlike results have been obtained. This 
is not hard to understand after one has 
found almost contradictory results in his 
own work; the element of time and the 
personal equation are sufficient reasons 
for some of the chaos which exists. 

The function of the periosteum has been 
variously estimated even within the past 
two years.’ To go further would be an un- 
necessary expense of time and a tax on 
your patience. One has but to refer to 
any one of the reviews prior to 1913. 

One can not consider the periosteum 
without being brought face to face with 
several problems: 

1. Is the periosteum a fibrous mem- 


*Chairman’s Address, Section on Surgery, 
Southern Medical Association, Ninth Annual 
Meeting, Dallas, Texas, Nov. 8-11, 1915. 

From Laboratory of Physiology of Tulane Uni- 
versity (1913-1915). 

Part I. published in Surgery, Gynecology and 
Obstetrics, June, 1915. 


brane which acts as a source of blood 
supply? 

2. Does it limit growth? 

3. Has it osteogenetic properties as a 
result of metaplasia? 


4. What will happen if periosteum is — 


removed from the bone? 

5. Is the periosteum essential to the life 
of a graft? 

6. Will the periosteum survive and pro- 
duce bone if transplanted into soft parts, 
or even if elevated from bone, but soft 
parts are interposed between the bone and 
the periosteum? 

7. Will defects in bone heal irrespective 
of its presence or absence? - 

8. How is callus formed? 

A review of the literature is like enter- 
ing a puzzle garden where the signs at 
every angle are contradictory. 

Alexis Carrel (1912) after preserving 
periosteum in normal plasma for two or 
three days transplanted it under the skin 
of chest of a dog, and found that the peri- 
osteum had produced bone. 

S. L. Haas (1914) concludes his work 
with the statement: “It is apparent that 
the periosteum is very actively concerned 
in the regeneration of bone.” 

MeWilliams (1914): “The periosteum, 
when transplanted alone into the soft 
parts, may produce living bone.” 

Lexer (1914) advocated the osteoge- 
netic power of periosteum in his address 
before the International Congress of Sur- 
geons in New York in March, 1914, in 
these words: “In 1859 Ollier attempted 
periosteal transplantation and later inves- 
tigators have confirmed Marchand’s find- 
ings that periosteum. belongs to that class 
of tissues which permit implantation and 
that it pursues its function of bone pro- 
duction provided that the soft medullary 
tissue does not come in intimate contact 
with bone.” 

John B. Murphy, in his “Clinics,” Feb- 
ruary, 1914, again expressed his allegiance 
to the “power of periosteal strips elevated 
at one end from bone attached at the other 
to reproduce regularly bone on their un- 
der surface.” 

Meyer and Wehner (1914) conclude as 
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follows: ‘Bone growth occurred in all 
the transplants of periosteum. (2) In 
the bone transplants the adult bone cells 
of the graft give no evidence of activity 
whereas the periosteum showed marked 
osteoblastic properties. (3) Bone macro- 
scopically bare of periosteum can be suc- 
cessfully transplanted into the soft parts 
because of adherent periosteal cells and 
of living endosteal cells.” 

I may be pardoned for digression at 
this point to call attention to an apparent 
inconsistency on the part of these workers 
in their efforts to prove the side of: the 
question to which they are prejudiced. 
They say “in removing the periosteum 
great care was taken not to transplant 
flakes of bone with it; the periosteal strip 
was not scraped off the bone with the pe- 
riosteal elevator, but after outlining the 
area to be transplanted with a scalpel, it 
was gently lifted from the bone, a simple 
procedure in young animals. It was of 
course impossible to examine microscop- 
ically the transplanted strip of periosteum, 
but control examination of the bone after 
this procedure showed that the danger lay 
not in transplanting bone with the perios- 
teum, as MacEwen suggests, but rather 
in leaving too much of the cambium layer 
of the periosteum attached to the bone.” 
I wish to ask one question and then leave 
these statements of Meyer and Wehner 
to others for the answer. If the perios- 
teum can be gently lifted from the bone 
in the young animal—and that it can be 
done there is no doubt—wherein lies the 
danger of leaving anything behind? 

Gallie and Robertson (1914) found as 
a result of their experiments that perios- 
teum did not reproduce bone, but that it 
acted as a limiting membrane. 

Moore and Corbett (1914): “At the 
present time the periosteum is disregard- 
ed, knowing that it is not an essential 
element in the healing of bone.” 

Groves states (1913) that the perios- 
teum has no power to form callus or new 
bone. 

Davis and Hunnicutt (1915) conclude: 
“Free periosteal transplants did not re- 
produce bone in the large majority of ex- 
periments, even though osteoblasts were 
adherent to the transplants.” ‘“Peduncu- 
lated flaps of periosteum did not repro- 
duce new bone.” “The removal of perios- 
teum had little if any effect on the bone.” 


In November, 1913, we expressed the 
opinion that the periosteum had no osteo- 
genetic function. Now, after a period of 
two years, we have had opportunity to 
multiply our experiments and to study his- 
tologic sections of many of our experi- 
ments, and after all we are led again to 
our original conclusion: ‘‘We have never 
been able to note any osteogenetic func- 
tion on the part of the periosteum.” What 
seems apparent to us is the following: 
The periosteum is a means of protection 
against infection, a source of added blood 
supply, a limiting membrane and its pres- 
ence favors an earlier repair of defects, 
but the healing in its absence is bony just 
the same. Citation of some of our type 
experiments at this point may be of in- 
terest. 

In our first series of experiments (April 
to July, 1913), we transplanted free peri- 
osteum into the anterior chamber of a 
cat’s eye. After six weeks it had disap- 
peared. (2) We repeated MacEwen’s ex- 
periment of elevating the periosteum from 
the shaft and interposing a muscle belly 
between the shaft and the periosteum. 
The result of this experiment proved in- 
teresting because of an outgrowth of new 
bone from that part of the shaft from 
which the periosteum had been elevated. 
The periosteum showed no evidence of 
giving rise to new bone formation either 
on its under surface or in the muscle in- 
terposed between it and the shaft. The 
active bone formation on the surface fol- 
lowing removal of the periosteum has been 
observed so often that one is bound to 
draw the deduction that the young corti- 
cal osteoblasts are easily activated by in- 
jury and may also be easily removed with 
the periosteum in adult animals. 

Any experimenter who has dealt with 
animals of all ages knows that there is no 
difficulty in removing periosteum from 
the young bone, as there one finds a defi- 
nite space separating the bone from the 
periosteum. In the adult, on the contrary, 
it strips with difficulty from the bone. For 
these reasons it is easy to understand how 
one may take along many of the young 
and active osteoblasts when he removes 
periosteum in the adult. Moreover, it 
also serves to explain why the “periosteum 
regenerates” the shaft after an inflam- 
matory process such as osteomyelitis, as 
during the progress of the disease the os- 
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teoblasts become adherent to the perios- 
teum, and later give rise to new bone 
formation. 

In another type of experiment we 
transplanted free periosteum around the 
carotid artery in much the same way as 
Halsted, Matas and Allen have suggested 
the aluminum band be used for oblitera- 
tion of the vessel. After eleven, forty-five 
and seventy-nine days, respectively, there 
was no evidence of obliteration of the ves- 
sel, nor outgrowth of bone from the un- 
der surface of the periosteum. (See Pro- 
tocol of Experiments.) 

In many of our transplant experiments 
the fibula was resected subperiosteally 
and the periosteal tube left behind was 
closed. In no instance did we note a re- 
generation of the fibula from the perios- 
teal sheath. Whatever new formation re- 
sulted seemed to be from the ends of the 
bone, and that growth was not marked, 
in most instances being cartilaginous in 
character and only enough to cause a 
knob-like covering over the ends of the 
bone. 

Two other types of experiments seemed 
to offer hope for solving the necessity of 
periosteum in regeneration of bone — 
fractures and defects in which all of the 
elements were left on the one bone and 
periosteum was removed on the corre- 
sponding bone of the opposite leg. 

Our hopes were more than realized by 
the results for, on the whole, these experi- 
ments have been more satisfactory than 
any others we have undertaken. Last 
year we reported some of our results be- 
fore this body, and since then we have 
verified our previous results as well as 
carried out fracture experiments from one 
to seven days and from six to twelve 
weeks. Thus our fracture experiments 
now include animals sacrificed from one 
day to twelve weeks. 

Before detailing the experiments or 
our findings it may be of interest to di- 
gress here for the purpose of seeing what 
can be obtained from the literature that 
we may be in better position to compare 
former findings with our own. 

As early as 1741 Duhamel attributed 
callus formation to the ossification of the 
periosteum and medullary tissue. 


But little opportunity has been offered 
for the study of human callus. So far as 
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I can find, Orth is the only authority who 
reports having examined human callus. 
His case-was that of a ‘man of eighty 
years who died fifteen days after a frac- 
ture of the lesser trochanter. In the study 
of sections from the case he did not find 
true osteoblasts in the callus, but there 
was evidence of metaplastic changes from 
connective tissue to bone. He observed 
cartilage in the callus. 

Zondek (1910) made a series of experi- 
mental fractures on mice. In a six-day 
fracture he found between the ends of 
the bone new tissue formation which was 
rich in cells which were being transformed 
into cartilage cells. There was well de- 
veloped cartilage cells as well as osteoid 
tissue. In later stages of development of 
callus he noted a gradual replacement of 
“formative tissue” by cartilage and this 
in turn by osteoid tissue. Zondek attrib- 
utes an osteogenetic function to the peri- 
osteum in callus formation. 

Geumbel (1906) is an advocate of meta- 
plasia and he concludes from his experi- 
ments that the periosteal as well as the 
marrow callus arises from the osteoge- 
netic layer of the periosteum. 

Pochhammer is convinced of the impor- 
tance of periosteum in producing carti- 
lage and bone after fracture. 

Phemister (1914) still maintains that 
callus is composed of a periosteal, a 
medullary and an intermediary portion. 
“The periosteal callus forms almost en- 
tirely by a proliferation of the inner cam- 
bium layer of the periosteum. The more 
superficial bone cells may decalcify and 
multiply as may also the cells of Volck- 
mann’s canals, but their part in the forma- 
tion of callus is a minor one. Jt begins 
to form from within the first 24 hours.” 
“The medullary fibrous callus forms from 
a proliferation of the endosteum and 
fibrous tissue of the ends of the medullary 
canals.” 

“The intermediary fibrous callus forms 
last from an ingrowth of the periosteal 
and endosteal callus of the fragment ends. 
Bone of this callus comes from the frac- 
tured surfaces of the fragment ends.” 
“Ossification always begins on the surface 
of the bone and extends gradually to the 
more distant portions of the callus.” 


Moore and Corbett (1914) state that 
“bone deprived of periosteum and then 
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— fractured heals without carti- 
age.” 

A very interesting piece of work by 
Bergel (1910) emphasizes the importance 
of fibrin in callus formation. He injected 
fibrin under the periosteum and noted a 
reactive proliferation of the entire peri- 
osteum. He takes pains to make. clear 
that the osteoblasts correspond to the cell 
layer immediately next to the bone. 

Analysis of 19 fracture experiments on 
animals where we simultaneously frac- 
tured both fibulae, leaving the periosteum 
intact on one and removing it from the 
neighborhood of the fracture on the other, 
shows a marked uniformity in results and 
a definite progression of repair corre- 
sponding to the element of time expended 
in the particular experiment. A sum- 
mary of our results is all that can be 
given in the time allotted to such an ad- 
dress. 

Repair of fractures takes place in stages 
which overlap. The periosteum acts as 
a limiting membrane, preventing the large 
cuff of callus often seen in those bones 
from which periosteum has been removed. 
It acts apparently as a protection for the 
easily activated cell layer lying directly 
on the surface of the bone. 

The early response to an injury such 
as a fracture consists in a proliferation of 
the cell layer immediately on the cortex 
of the bone; an active connective tissue 
proliferation, over the ends of the broken 
bone, particularly if apposition is not 
good. As a practical deduction one might 
suggest that in many cases of incomplete 
reduction of deformity following fracture, 
this new connective tissue-protective cov- 
ering may be a source of delayed union. 
During the early stages the ends of the 
bone show no evidence of active prolifera- 
tion. 

In the absence of periosteum new con- 
nective tissue bridges over the defect and 
acts as a splint. In an eight-day fracture 
my colleague, Dr. Mann, reports evidence 
of a “transition of small connective tis- 
sue cells through fibro cartilage to typical 
bone.” “The periosteum seems distinct 
from the bone formation.” Within four- 
teen days there is evidence of a cartilage 
pad covering the broken ends of the bone. 
After eighteen days the cartilage pad is 
seen to be midway between new bone, 
which is nearer the fractured ends. The 


periosteum seems still inert so far as cal- 

lus formation is concerned. After twenty- 

seven days there is evidence of fibrous 

— formation from the ends of the old 
one. 

In a thirty-eight day specimen one notes 
the newly formed bone of the callus on 
either side of a central pad of cartilage, 
with the periosteum above. Here, more 
than in any specimen, we have (18L) the 
periosteum clearly distinct from the pro- 
liferation osteoblasts. In the control ex- 
periment of the same duration in which 
the periosteum was removed the callus is 
made up of the same elements as in the 
preceding experiment with this difference 
that the size of the callus is greater but 
not so far advanced in its development. 

Seven and eight week fractures present 
the cancellous new bone formation more 
highly developed between the ends of the 
bone, but still separated by a pad of car- 
tilage. (See Protocol of Fracture Experi- 
ments.) 

Before drawing conclusions as to the 
origin of the callus it may be well to out- 
line the experimental results we obtained 
where a defect was made in one side of 
the shaft with a trephine. On one leg the 
periosteum was sutured over the defect 
and on the other leg we removed the peri- 
osteum in the neighborhood of the tre- 
phine opening. The animals were sacri- 
ficed after seven, nineteen and seventy- 
six days, respectively. After seven days 
the edges of the old bone gave no evidence 
of a reparative process, except in the re- 
gion of the medullary surface of the bone. 
The trephine opening is filled with a deli- 
cate connective tissue plug, many of the 
cells being elongated spindle cells. At 
some distance from the trephine opening 
on the shaft underneath the periosteum 
there is a marked proliferation of bone 
and hyaline cartilage. The endosteum 
opposite the trephine opening also shows 
some activity from irritation. 

In the absence of periosteum, for the 
same period, the appearance is the same 
with the addition of a more pronounced 
medullary proliferation. 

After nineteen days the inner half of 
the trephine opening has become com- 
pletely filled up with bony trabeculae aris- 
ing from the medulla. The plug of con- 
nective tissue above is being invaded by 
proliferating, subperiosteal blood vessels. 
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The subperiosteal proliferations of bone 
has almost reached the region of the tre- 
phine opening. 

The seventy-six day specimen showed 
the trephine opening closed by bony tra- 
beculae “which have grown up into the 
trephine opening from the endosteum” 
(Mann). The difference between the 
specimen on which the periosteum was 
left intact is that the “defect is filled up 
to a much greater extent.” There is but 
little evidence of activity on the part of 
the peripheral and interstitial lamellae of 
the shafts of the old bone. (See Proto- 
col of Experiments 44, 42, 43, 3.) 

These experiments show more conclu- 
sively than complete fractures the origin 
of callus. 

1. It may then be said that the endos- 
teum and the cortical osteoblasts lying 
under the periosteum are the source of 
callus formation. 

2. That the absence of periosteum only 
slightly retards callus formation and in 
no way interferes with a true bone callus 
formation. 

3. That cartilage is always present in 
animal callus and that the experience of 
Orth suggests its presence in human cal- 
lus, even in the aged. 

4. A study of our specimens suggests 
the important nutritional and protective 
value of the periosteum. 

THE FATE OF THE TRANSPLANT. 

The fate of the transplant has been 
variously estimated. In 1913, after our 
earlier experiments, we were led to make 
the statement “small free bone trans- 
plants, free of periosteum and individual 
blood supply may grow.” This conclusion 
was based on small transplants which had 
been made into the rectus muscle. The 
following quotations are taken from our 
original paper, read in Section on Surgery, 
Southern Medical Association, Lexington, 
Ky., November, 1913: 


“The resume of the histological examination of 
these specimens given in words of my colleague, 
Professor Gustav Mann, is as follows: 

“The result of histological investigation shows 
that after transplantation of a piece of a rib 
into the rectus muscle, spleen, and after wrap- 
ping up of a fragment of bone in the omentum, 
there is no indication of absorption after five 
weeks.” “The piece in the omentum is least 
active, that in the spleen shows distinct signs of 


bone formation. The Howship’s lacunae on the 
surface are well marked; lying in the lacunae 
are osteoblasts. The best evidence of active 
bone proliferation of bone was seen in the rec- 
tus muscle.” 

“The appearances seen here are identical with 
those seen in the jawbone of a newly born kit- 
ten. The bony trabeculae are lined with bone- 
forming cells arranged so close together as to 
almost form the pallisade. From the projecting 
points of the trabeculae streamers of osteoblasts 
pass out into surrounding tissues. It is always 
easy to tell whether any particular surface or 
trabecula is actively engaged in bone formation 
because of the deep staining of the cells and 
cell nuclei, for they will remain after the other 
cells have become decolorized.” 


A little later C. A. McWilliams (Jan- 


uary, 1914), stated that “living bone 


grafts have life inherent in themselves 
and are capable of permanent growth, 
even transplanted into the soft parts.” 

Gallie of Toronto (1914) concludes: 
“These experiments demonstrate that fol- 
lowing successful transplantation of such 
bone grafts as the above (resection of 
bone and immediate reimplantation in 
the original bed) the following changes 
occur: 

1. Death of the grafts. 

2. Revascularization of the graft. 

8. Concomitant absorption of the dead 
bone by the bone cells which invade the 
graft along the route of the new blood 
vessels.” 

Dr. F. H. Albee, in discussing Gallie’s 
paper, stated that grafts had been broken 
and later found to have been united 
showing evidence of activity of the cells 
of the graft. However, from his later 
writings one sees that Albee is not entirely 
of the opinion that the bone graft is a 
permanently active osteogenetic agent. In 
the Mutter lecture for 1914, Albee states: 
“Cellular life may be quite independent 
of organic or somatic life and under fa- 
vorable conditions tissue cells retain their 
viability long after being detached from 
the living organism. The duration of this 
cellular life is dependent on the methods 
of preservation and the type of the cells. 
The more highly specialized necrose in a 
short time.” Further he says: “The bone 
graft always acts as a stimulus to osteo- 
genesis to the bone into which it is en- 
grafted.” “It seems very probable that 
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the amount of haversian blood supply is 
in a very large degree, if not wholly, re- 
sponsible in determining whether the bone 
graft lives as such or acts as an osteocon- 
ductive scaffold.” 

Phemister, in speaking of the fate of 
bone transplants, concluded that ‘the 
bone cells except for a small number about 
the surfaces of the cortex undergo necrosis 


, and absorption.” 


Meyer and Wehner’s results are in ac- 
cord with Barth, Marchaud, Axhausen, 
Fragenheim, that all the bone cells of the 
transplant necrose. Every one is familiar 
with the dictum of Murphy, “Bone with 
or without periosteum transplanted in the 
same individual and contacted with other 
living osteogenetic bone at one or both 
ends always becomes united to the living 
fragments and acts as a scaffolding for 
the reproduction of new bone.” “The 
transplant, no matter how large or how 
small, is always ultimately absorbed.” 

Since our first report in 1913 we have 
had occasion to transplant bone -minus 
its periosteum into soft parts (Experi- 
ments 1, 6, 37, 24, 35) and to make intra- 
medullary transplants as well as inlay 
transplants (Experiments 17, 19, 21, 30, 
29, etc.). Although these experiments 
were done early in 1914, the histologic 
reports have only recently been obtained. 
Therefore, we were dependent on micro- 
scopic appearances and X-ray findings for 
our conclusions. Both of these lead to 
conclusions which, although not wrong, 
are not entirely true. For example, in a 
paper read before the Mississippi Valley 
Medical Society, I stated: “None of our 
transplants have been absorbed. Ninety- 
one days is the longest period during 
which any animal has been observed.” 
This statement was based on the fact that 
the transplants when found had not de- 
creased in size; but when one sees a mi- 
croscopic section of such a transplant he 
is surprised to find at times that the corti- 
cal layers of the bone alone remain com- 
pact, while the interior of the bone has lost 
its compact characteristics. (See Proto- 
col of Experiments, No. 37.) 

We were also led to believe that the 
transplant was living by the X-ray ap- 
pearance. A critical analysis of our trans- 
plants into soft parts shows that the trans- 
plant usually becomes invested by a new 
connective tissue capsule, with no evi- 


dence, as a rule, of proliferation on the 
surface. The haversian spaces may be 
lined with osteoblasts (as in Experiment 
I) or there may be marked central ne- 
crosis as in Experiment 37. (See Fig. 3.) 
In only one specimen have we evidence of 
marked activity on the part of the trans- 
plant, and this was in our earliest series, 
and it led us to believe that a like condi- 
tion might be expected. The microphoto- 


graph of the section (Figures 1 and 2) is . 


sufficient evidence in itself of the truth of 
our original conclusion that small free 
transplants may live, but we now add 
that it is the exception. Jt is our belief 
that the transplant as a rule will be ulti- 
mately absorbed. 
THE FATE OF INTRA-MEDULLARY TRANS- 
PLANTS. 

In an attempt to study the fate of the 
transplant when contacted with bone, we 
performed fifteen experiments. All of 


Fig. 1. 


Actively Growing Bone Transplanted Into Mus- 
cle (5 weeks). 


Fig. 2—High Power of Fig. 1. 
Actively Growing Bone. 
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the specimens have not been sectioned, 
but several deductions can be made from 
the study of those so far examined. 

1. Notwithstanding some statements to 
the contrary, wherever we have had any 
infection, the result has been the same— 
the graft has not become attached to the 
recipient bone. (See Protocol, Experi- 
ments 1, 6, 37, and Experiment 2, April, 
1913, and microphotograph of active bone 
growth in rectus muscle.) 

2. Intra-medullary transplants stimu- 
late osteogenesis on the part of the endos- 
teum of the recipient bone. 

3. The transplant dies. (See Protocol, 
Experiments 15, 34, 41.) 

4. After variable periods the defect into 
which transplant has been placed shows 
new bone formation. There is, after 
ninety days, no distinct line of demarka- 
tion between the old bone and the new 
bone. The transplant seems to act as a 
scaffold to direct the growing blood ves- 
sels and bony trabeculae from the endos- 
teum and the cortical osteoblasts. 

5. Though the transplant dies and is 
absorbed by the body in the absence of 
infection, it does not act as a foreign 
body. (See Protocol, Experiments 17, 19, 
21, 29, 30.) 


PROTOCOL OF EXPERIMENTS. 


Fig. 3. 
Free Rib Transplant Into Muscle. 


Experiment XXXVII.—Function of Periosteum 
(See Figure 3).—April 29, 1914. Young male. 
Subperiosteal resection 2 inches of rib (right). 
Transplanted free rib into erector spinal muscle. 

Died June 30. Transplant found where it had 
been put invested with a capsule. Bone through 
capsule looked healthy. Preserved. 

Ribs: The gap has not been filled except slight 
evidence of activity at each end of resected bone. 


Experiment !I1.—(See Figure 4.)—Dec. 16, 1913. 
Bitch. Seriosteal cuff was placed around carotid 
artery. 


Jan. 30. Carotid artery was exposed a second 
time; a band of tissue was seen around the 
carotid where the periosteum had been trans- 
planted. The carotid circulation had not been 
interfered with. 

Histologic: 45 day transplant of periosteum 
around carotid as a band. Healthy carotid with 
vagus and sympathetic. Periosteum can not be 
made out. No trace of bone anywhere. 

Experiment XLIV.—Repair of Defects. 7 Days.— 
June 22, 1914. Young male dog. Left tibia ex- 
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Fig. 4. 
Exp. 2—Periosteal Transplant Around Carotid 
Artery. 


posed; periosteum incised and removed about 14% 
inches square. With an electric trephine a but- 
ton was removed—opening medulla—skin  su- 
tured—right tibia exposed. Periosteum incised— 
retracted. Similar button removed. Periosteum 
sutured over the defect, skin sutured. Sacrificed 
after seven days, June 29. One week. Left leg: 
wound healed by primary union. Large organ- 
izing blood clot over seal of trephine. Left un- 
disturbed for histological examination. Right leg: 
primary union; organizing clot over trephine 
area. Undisturbed. 
Same as 42. 


HISTOLOGICAL REPORT. 


44R (Periosteum Intact.) — (Figure 5.) — The 
opening made by the trephine shows a clean cut 
through the bone extending from periosteum to 
the medulla. The edges of the old bone as far 
as the peripheral and shaft proper are concerned 
show neither bone proliferation nor degenera- 
tion of the bone, but in the region of the medul- 
lary surface of the bone the medullary trabecu- 
lae in the neighborhood of the trephine opening 
show considerable proliferation. Some of the 
bony trabeculae are extending from the medul- 
lary surface into the trephine opening, which lat- 
ter is filled by a plug of very delicate connective 
tissue, many of the cells being elongated spin- 
dles. The center of this plug shows blood ves- 
sels with well formed walls, but here and there 
outside these vessels red blood corpuscles seem 
to be lying free in the spaces between the con- 
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nective tissue cells. In close contact with the 
free ends of the bone extravasated blood corpus- 
cles are seen on one side. These corpuscles are 
slightly smaller than those in the blood vessels 
and probably are the remnants of the original 
hemorrhage. A few fat cells are also seen in the 
plug, suggesting that this delicate connective 


tissue is derived from the medulla and not from 
the periosteum. In the center of the plug is a 
nucleus of necrosed red blood corpuscles. As far 
as the periosteum is concerned, it is composed 
of much coarser cells than are found in the tre- 
phine opening. 

At a distance equal to three times the diame- 
ter of the trephine opening, the bone immediately 
underneath the periosteum shows intense prolif- 
eration. The cells resembling very cellular hy- 
aline cartilage where the trabeculae spring from 
the bone the cells have more the characteristics 
of osseous tissue. In the middle zone they be- 
come distinctly hyaline cartilage, while at the 
extreme periphery they again resemble fibrous 
cartilage with apparently some bone-forming 
cells covering the trabeculae. The bony trabecu- 
lae inside to medulla of the bone are very cellu- 
lar, white connective tissue fibres radiating into 
the medulla, forming coarse bundles of white 
fibrous tissue. The shaft of the bone opposite 
the trephine opening also shows a slight reaction 
set up by irritation. 

44L. Periosteum removed (7 days)—The 
appearances are ;:precisely as those just de 
scribed, with the difference that the very deli- 
cate connective tissue in the trephine opening 
derived from the medullary tissue has spread out 
over the free outer edge of the bone where the 
periosteum has been removed. Over the plug a 
good deal of hemorrhage has occurred and lying 
between the masses of blood corpuscles are de- 
generated muscle fibres. On the medulla the pro- 
liferation of the trabeculae is more pronounced 
than the previous specimen, the proliferation hav- 
ing extended to the opposite portion of the shaft. 

Experiment XLII.— Repair of Defects —.Not 
Fractures. 19 Days.—June 10, 1914. Male adult. 
Left tibia exposed—periosteum incised about one 
inch longitudinally—elevated with periosteotome 


and reflected on either side. With a small elec- 
tric trephine the medullary canal was opened. 
Periosteum sutured over the cleft. Wound closed. 
Right tibia exposed in a like manner except that 
the periosteum was removed in the vicinity of 
the trephine opening; wound closed. 

Animal sacrificed June 29. Right leg wound 
healed primarily. Specimen shows defect cov- 
ered by dense tissue. When this is incised the 
opening is plainly seen. It contains a greyish 
substance, which was not disturbed. Left leg: The 
defect is covered by dense tissue. Palpation re- 
veals its presence. 

42L.—(19 days plus periosteum) (Figure 6).— 
Nineteen days after making a trephine opening 


the changes found closely resemble those previous- ° 


ly found, with the difference that the repairative 
process has become much more marked, thus the 
essential feature of repair, namely, the filling up 
of the gap, has now progressed so far that the 
inner half of the trephine opening has become 
completely filled by trabeculae arising from the 
medulla. The outer surface of this newly formed 
bone is convex and sharply defined against the 
connective tissue plug which we saw in the last 
specimens (44) and which now is being pushed 
outward toward the periosteum. The prolifera- 
tion of the bony trabeculae in the medulla has 
led to complete filling of the medullary canal to 
75% of its extent in a region opposite to and 
about three times the diameter of the original 
trephine opening. The plug of connective tissue 
in the trephine opening has become invaded on 
its sides and in the center by proliferating sub- 
periosteal blood vessels. Where the plug is in 


Fig. 6. 


contact with the bone which is being pushed into 
the trephine opening the blood vessels have be- 
come considerably compressed. The character- 
istics of all the blood vessels is that all their 
endothelial cells are relatively thick. The sub- 
periosteal proliferation and transformation of 
bone into cartilage described in a previous speci- 
men has now extended from the periphery toward 
the trephine opening till the distance of this pro- 
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liferating bone is now only from one-half to three- 
quarters the diameter of the trephine opening— 
from the trephine opening—in other words, the 
subperiosteal bone formation starts at a distance 
from the trephine opening and then gradually 
the proliferation extends towards the opening. 
At this period the whole of this proliferated bone 
appears to be true bone with none. of the fea- 
tures of hyaline cartilage as seen seven days 
after the operation. The surface of the old bone 


Fig. 7. 


laid bare by the trephine shows an erosion of 
the old shaft by a very large number of osteo- 
blasts. (Figure 7.) The same connective tissue 
which is filling the plug occupies these erosions. 

42R (19 days minus periosteum) Figure 8).— 
In 42R in addition to the trephine opening made 
on one side of the bone the trephine had entered 
and cut through about one-half the thickness 
of the shaft on the other side. In this specimen, 
owing to removal of the periosteum, the area 
immediately around the trephine opening 
is devoid of all tissue excepting the very 
delicate connective tissue which has grown out 
from the medulla. This plug shows very active 
proliferation of blood vessels, the direction of 
which are at right angles to the long axis of 
the bone. The vessel walls are again thick. The 
general matrix of this plug apart from the con- 
nective tissue elements is composed of organiz- 


ing blood clot. The most striking feature is the 
great proliferation of the medullary trabeculae 
over the inside of that surface of the shaft, the 
inner side of which was cut into by the trephine. 
The circular depression made by the trephine is 
completely filled up by newly formed bone. The 
opening made by the trephine shows but few 
medullary trabeculae growing into it at its bot- 
tom. The subperiosteal surface of the old bone 
shows again at a distance of one and a half times 
the diameter of the trephine opening active bone 
proliferation. 

At the margin of the old periosteum which 
was left numerous blood vessels are seen and be- 
tween these vessels very numerous spherical or 
ovoid shaped cells with one, two or three nuclei, 
in many ways resembling osteoblasts. The origin 
of these could not be traced. 

The shaft of the old bone has a few osteoblasts 
attached to it on the free surface, but no active 
erosion of the bone is taking place. 

Experiment XLIII.—76 Days.—June 19, 1914. 
Male. Left tibia exposed. Periosteum denuded 
from area one inch square removed with scissors. 
With an electric trephine a small button of bone 
was removed; the medulla was left open. Su- 
tured muscles and skin over cleft. Right tibia 
exposed — periosteum incised and _ retracted. 
With an electric trephine a similar button was 
removed. The periosteum was sutured over the 
cleft. Killed September 2 (76 days). Right leg: 


cleft in tibia is closed. New blood vessels can 
be seen in connective tissue covering at seat of 
cleft. Left leg: Cleft in tibia is closed (healed). 


43L—76 Days (minus periosteum). (Figure 9.) 
“The trephine opening has been closed by bony 
trabeculae which have grown up into the trephine 
opening from the endosteum. The line of de- 
marcation between the old bone and the bone 
can everywhere be made out. The trabeculae 
in the region of the defect growing from within 
outwards are at right angles to the haversian 
systems of the old bone growing longitudinally.” 
There is very little or no evidence of activity on 
the part of the peripheral and interstitial lamel- 
lae of the old bone ends. The connective tissue 
covering of the bone shows a thickening in the 
region of the defect, the connective tissue mak- 
ing up the difference due to the as yet incom- 
plete filling of the defect by the cancellous tis- 
sue.” 
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43R-—76 Days (Figure 10) “Shows the defect 
filed up to a much greater extent than in the 
bone (48L) deprived of its periosteum. Here 
again the irregularity in the arrangement of the 
haversian systems in the regions where the de- 
fect was made is very apparent. The anterior 
surface of the bone in the region where the de- 
fect was made shows a distinct depression which 
is filled up with dense connective tissue. 


Experiment IIl.—Dec. 18, 1913. Trephine but- 
ton outer table placed in sterno-mastoid muscle. 

Jan. 30, 1914.—Killed. Fragment of bone still 
present in sterno-mastoid. Had not increased in 
size; if anything, it had decreased in size. Tre- 
phined portion of skull preserved. No apparent 
portion of bone not replaced by new formation. 

It is of interest to note that outer table of 
skull showed less activity than entire bone as 
shown in previous experiment (first series). 
Probably due to fact that new channels had to 
be prepared to take the place of diploe present 
in the entire bone. ; 

Histologic: Outer table of skull removed with 
trephine. Defect healed up from cancellous bone 
between the two tables. The defect filled with 
very much finer trabeculae than seen in the 
bone some distance from the trephine. This 
section is ermnarahle to 42, 48, 44. 

FRACTURE EXPERIMENTS—Duration one day 

Experiment XV.—March 8, 1915. 

Fractured right fibula—removed periosteum 
from vicinity of fracture. 

Fractured left fibula—left periosteum intact. 

Killed March 9, 1915. 


HISTOLOGIC REPORT. 


Section of Experiment XV (L) plus periosteum. 

Nothing except hemorrhage and broken up 
muscle fibres is notable. 

No section has been made of 15R. 

Duration two days. 

Experiment 16—March 12, 1915. Young male 
dog. Repetition of Experiment 15. 


HISTOLOGIC REPORT. 


Specimen 16R—a two-day fracture minus peri- 
osteum. “Apart from the ordinary changes due 
to trauma, the breaking up of muscle fibres and 
connective tissue, no changes are seen, except in 
the spicules of bone which were removed when 
the periosteum was scraped away. These spicules 


lie amongst broken up muscle fibres, and the bone 
cells seem to be dead. Their nuclei stain much 
less than those of the intact bone. The nuclei 
in some of the pits on one of the pieces of the 
shaft show deep staining as if they were about 
to proliferate. There is considerable hemor- 
rhage and fibrin over the free ends of the bone.” 

No sections have been made of 16L. 

Experiment 11.—Duration Three Days.—Feb. 
19, 1915. Old male dog. 

Repetition of above experiments. 


HISTOLOGIC REPORT. 


Specimen 11R—a three day fracture minus 
periosteum. 

“Hemorrhage emgorgement of connective tis- 
sue and muscle around bone. Muscle fibres are 
broken up and are in a dying condition. There 
is no trace of proliferation of bone either in the 
medulla or under the periosteum.” 

Experiment 13.—Duration Five Days.—Young 
bitch. March 3, 1915. 

Repetition of preceding experiments. 


HISTOLOGIC REPORT. 


Specimen 13L, a five day fracture plus peri- 
osteum. 

“One of the shafts shows a slight subperios- 
teal bone proliferation. Included between the 
ends of the bone there is muscle tissue—hemor- 
rhage.” 

13R not reported on. 

Experiment 14.—Duration Six Days.—March 3, 
1915. 

HISTOLOGIC REPORT. 


Specimen 14L, a six day fracture plus perios- 
teum. 

“The ends of the shaft form an acute angle. 
The free edge of the bone is polished, being cov- 
ered by necrosed connective tissue, with very 
slight proliferation of bone cells close to the pe- 
riosteum. In the other piece of the bone, how- 
ever, there is very considerable proliferation 
evidenced by long spicules of bone covered by 
osteoblasts running parallel to the surface of 
the old shaft. The periosteum seems distinct 
from this proliferation of new bone.” 

Specimen 14R—a six day fracture minus peri- 
osteum. 

“One of the fragments of bone shows no pro- 
liferation whatsoever, while on the surface of 
the other fragment there is a very active pro- 
liferation of the surrounding connective tissue. 
The peripheral haversian canals are filled with 
cells of the more deeply lying haversian canals. 
Small spicules of bone detached by the perios- 
teotome lie in the connective tissue matrix, with 
nuclei swollen and staining less deeply than the 
shaft of the bone. There is very light activity 
over limited areas of the subperiosteal osteo- 
blasts.” 

Experiment 7.—Duration Seven Days.—Young 
male dog. 

HISTOLOGIC REPORT. 


Specimen 7R—a seven day fracture minus peri- 
osteum. 

“One of the fragments of bone apparently 
completely denuded of periosteum is showing no 
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change. The region between the two ends of 
bone contains young connective tissue, made up 
of spindle-shaped cells, with numerous capillaries 
and large lymph spaces. The other fragment of 
bone has undergone a marked subperiosteal bony 
proliferation. The periosteum covering the newly 
formed bone is absolutely distinct and is not 
giving rise to newly formed bone corpuscles, but 
the periosteum seems to serve a nutritional pur- 
pose, which is not the same as saying it gives 
rise to bone cells.” (Mann.) 

Experiment 4.—Duration Fourteen Days.—Repe- 
tition of other experiments. 

Specimen 4L-—a fourteen day fracture plus 
periosteum. 

“The most marked feature is an enormous pro- 
liferation on the surface of the shafts of the bone 
giving rise to subperiosteal cancellous bone. The 
regions between the broken ends is filled with a 
solid pad of hyaline cartilage.” (See diagram 
14L.) 

Experiment 6—Duration 28 Days.—Feb. 5, 
1915. Young brown female. 


HISTOLOGIC REPORT. 


“The specimen presents the same _ histologic 
picture seen in a previously reported specimen” 
(18L S. G. O., Repair of Fracture). 

Experiment !.—Duration Six Weeks.—Jan 27, 
1915. Young bitch. 

Killed March 10, 1915. Examination after 
death showed firm union of both fractures; the 
cuff of callus was equally as large on the fibula 
which had been denuded of periosteum as on 
the fibula which had not had the periosteum re- 
moved. 


HISTOLOGIC REPORT. 


On Experiment IR—Six weeks fracture minus 
periosteum. Explanation of microphotograph. 

1. Plug of cartilage invaded by vessels from 
the periosteum and traversed in various direc- 
tions by fibrous tissue derived from the perios- 
teum. 

2. Cancellous bone invading the periosteum on 
the left side between 1 and 2a and by clumps of 
budding blood vessels. In this region the carti- 
lage cells have been almost completely replaced 
by fibrous tissue coming in at an angle to the 
long axis of the bone from the periosteum. On 
the other side of 1 where it abuts on 2b, the 
cartilage matrix is invaded by blood vessels in 
the same way as at the junction of epiphysis and 
diaphysis in normally developing bone. The 
whole region of the callus immediately under- 
neath the periosteum is again rich in osteoblasts, 
the newly formed bone is characterized by very 
large haversian spaces. Strands of connective 
tissue forming the new periosteum form a cap- 
sule to the callus. 


HISTOLOGICAL REPORT. 


Experiment 1L. (Figure 11.) Left six weeks 
plus periosteum. 

la Hyaline cartilage well marked where it 
abuts on No. 6, representing newly formed, some- 
what cancellous bone trabeculae. 1b, a plug of 
small: connective tissue cells with a very little 
matrix surrounding them. Where the plug passes 


over into the general periosteum (No. 7) the 
fibrous matrix is gradually developed more and 
more. Large blood vessels at the junction of 1b 
and la (a few scattered blood vessels in 1a). 
The newly formed bone (No. 6) arranged in 
trabeculae running parallel to the long axis of 


the bone is very vascular. The line of demarka- 
tion betwen la and 6 is very marked. The carti- 
lage cells toward the center of la are smaller 
and not regularly arranged as where la abuts 
against 2. In this region (No. 2) dense white 
fibrous tissue forms the bridge between the 
broken ends of the shaft. No. 3 represents com- 
pact old bone with small haversian canals, while 
the newly formed bone shows large haversian 
spaces with marrow devoid of all fat cells. 5, 
transition of old bone into fibrous connective tis- 
sue and cartilage, which connective tissue forms 
a dense plug at 4. 

The newly formed callus shows along 7b im- 
mediately underneath the periosteum a large 
number of osteoblasts. 

6. Cancellous tissue, passing at 6a into hyaline 
cartilage of fibro cartilage. 

Experiment I!.—Male. Jan. 29, 1915. 

Right fibula exposed—periosteum removed for 
¥% inch circumferentially. 

Fibula fractured transversely—sutured wounds 
with catgut. 

Left fibula similarly exposed—periosteum not 
interfered with; fibula fractured as usual. 

Killed March 19, 1915. Wounds healed prima- 
rily. Both fractures united with large amounts 
of callus surrounding the site of previous frac- 
ture. 

Experiment 2R—Seven Weeks.—Minus perios- 
teum. 

There is a fusiform swelling on the shaft of 
the bone. Complete osseus union. In the re- 
gion of the center of the callus the bone is de- 
posited on remnants of cartilage. The haversian 
spaces are large and filled with marrow. Fairly 
numerous osteoblasts on the trabeculae. On one 
side of the callus two patches of dense white 
fibrous tissue merging over into cartilage simi- 
lar in appearance to that found after eight weeks 
(3R). On the opposite side of the dense connec- 
tive tissue and cartilage, bony union is much 
more complete. New periosteum is about to be 
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formed—very numerous osteoblasts on the sur- 
face of the trabeculae next to the reformed pe- 
riosteum. 

Experiment 3L—Eight Weeks—.Plus Perios- 
teum (Figure 12).—The two ends of the bone 
along one side extending over one-third of the 
diameter are firmly united by bone, while the 
remaining two-thirds is filled with a mass of 


Fig. 12. 
Exp. 3L—Fracture, 8 Weeks Plus Periosteum. 


very fibrous hyaline cartilage. This cartilage 
abutting against the connective tissue capsule. 
The bone on either side of this pad of cartilage 
is comparatively dense, the bone being depos- 
ited on cartilaginous trabeculae. The appear- 
ance is very similar as far as the ingrowing blood 
vessel is concerned, as that found at the develop- 
ing diaphyseal, epiphyseal junction. The carti- 
lage cells are not arranged parallel to the long 
axis of the bone, but quite irregularly. Generally 
speaking, the cartilage cells are arranged in 
pairs—run at an angle to the long axis of the 
bone, as though they were being compressed by 
the bone growing in from either side. 


Experiment 3R. 

1. Cup-like expansions of the free ends of the 
bone. 

2. Fibrous cartilage passing into dense mass of 
white fibrous tissue running longitudinally 
between the ends of the bone, forming a 
bridge. 

3. Cartilage cells. 

4. Spicule of bone. 

5. and 6. Connective tissue forming a bridge. 

7. Connective tissue envelope. 


Experiment 3R—Hight Weeks—Minus Perios- 
teum (Figure 13). 

HISTOLOGIC REPORT. 

The fibula at the place of fracture is greatly 
swollen, at least four times its average diame- 
ter. The two ends of the bone form a hollow 
cup, the free edges of which are composed of 
cartilage which on the side nearest the center 
of the callus formation is changed into white 
fibro-cartilage—which then becomes dense white 
fibrous tissue, forming the central mass lying in 
the cuplike expansions of the free ends of the 
bone. On one side of the preparation there is a 
plug of connective tissue running at right angles 


with the long axis of the bone filling in the gap 
between the free margins formed by the ends 
of the expanded bone. The whole swelling is 
covered by a capsule of dense white fibrous tissue 
(6). Lying in the dense connective tissue forming 
the nucleus of the callus is a large spicule of 
bone which is an outgrowth from one end of the 
newly formed bone. On one side of this spicule 
are some cartilage cells (3a). The newly formed 
bone is characterized by large haversian spaces 
filled with marrow containing fat cells. 

Experiment 9.—Nine Weeks.—Feb. 10 1915., 

Same as previous experiment 1. 

Killed April 14, 1915. 

Wounds had healed primarily. 


Left fibula—plus periosteum. The fracture has 


united with so little excess of callus that the 
exact location of the fracture can not be deter- 
mined by the naked eye. 

Right fibula—minus periosteum. There is a 
firm union with a great amount of callus sur- 
rounding the seat of the fracture. 

N. B.—Periosteum a limiting membrane. 


TRANSPLANT SERIES. 


Experiment XIX.— (Figure 14.)—March 31, 
1914. White female. Half inch fibula minus 
periosteum transplanted into medulla of tibia, 
same leg. Tibia had been denuded of perios- 
teum. Platinum loop placed around tibia. 

April 13. Wound healed. Killed. Specimen 
preserved. The gap is filled up. The X-ray 
shows the transplant in situ. 

Histologic: Fourteen days  intra-medullary 
transplant minus periosteum. The piece of bone 
which has been transplanted is dead judging by 
the emptyness of the lacunae. The lower sur- 
face of the transplant has been invested by the 
proliferating cancellous tissue which has pushed 
itself between the lower surfaces of the trans- 
plant and, the edge of the old bone. The old 


bone (shaft of recipient bone) in its outer two- 
thirds has made no attempt at proliferation. The 
upper surface of the transplant as well as the 
shaft of the old bone close to it have both be- 
come invested by proliferation of cancellous tis- 
sue which has grown outward and which under 
the enveloping connective tissue of periosteum 
is exceedingly active in its growth, throwing out 
finger-like processes. 
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1. Transplant. 

2. Recipient shaft of tibia. 
3. New bone. 

4. Medullary cavity. 


By the proliferation of this cancellous tissue 
the transplant has become firmly fixed in its po- 
sition; the transplant is playing no part in the 
formation of new bone. 

Experiment XVII.—Feb. 28, 1914. Male dog. 
One-half inch fibula minus periosteum trans- 
planted into groove in tibia same side. Held in 
situ by platinum loop. 

March 31, 1914. Findings—Platinum loop was 
found in situ. The groove in the tibia had filled 
up. There is a hard resistant feel over the place 
where the defect had been made. 


HISTOLOGIC REPORT. 


Thirty-one day intra-medullary transplant minus 
periosteum. 

Bone transplant is dead. 

The cancellous tissue growing around the 


Fig. 15. 
1, 2, 3, 4, 5, 6. Tibia. 
11. Periosteum of Tibia. 


transplant had formed a covering to it. The 

growth is coming from endosteum. 

1 represents dense peripheral bone. 

represents loose cancellous bone. 

represents loose cancellous bone. 

represents loose cancellous trabeculae of tibia. 

represents dense white fibrous tissue of me- 
dulla of tibia. 

represents the remains of the fibula trans- 
plant. 

10. Marrow of tissue. 


® Co 
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Fig. 16. 
High Power of Fig. 15. 

Experiment XXIX.—54 Days (Figures 15 and 
16).—April 17, 1914. Young male. Exposed right 
fibula. Subperiosteal resection of 2% inches 
fibula. Placed in saline. Exposed tibia same leg. 
With an electric burr the roof of the tibia for 
2% inches was removed—the medulla thus laid 
open. Into this groove we placed the transplant 
from the fibula. Tibia has been previously de- 
nuded of periosteum on its anterior aspect. 

June 10. Killed. Tibia exposed found groove 
practically filled up. Tibia and fibula preserved 
in toto. 


HISTOLOGIC REPORT. 

September 23, 1915. Dr. Gustav Mann. 

The outline of the old tibia is irregular with 
considerable number of osteoblasts in the sub- 
periosteal layer. The periosteum is rich in cellu- 
lar elements, relatively poor in blood vessels. 
The outer third of the tibia is composed of dense 
bone with small haversian spaces, while the in- 
ner two-thirds is cancellous and with large ha- 
versian spaces filled with marrow which is poor 
in fat cells. From this cancellous bone long 
spicules pass inward towards the region of the 
transplant. Notwithstanding the removal of the 
periosteum from the transplant a great deal of 
dense connective tissue is surrounding the whole 
of one side of the transplant in a _ crescentic 
manner, while a patch of similar tissue is found 
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| 2 days) Young 
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Young 


| 
3 days} Old 


FINDINGS. 


Nothing except hemorrhage-broken up muscle fibres. 
_ Hemorrhage-broken up muscle fibres and connective tissue. 
Considerable fibrin over the free ends of the bone. Nuclei in 
some of the pits on the shaft, some deep staining as if they were 


about to proliferate. 


~~ Hemorrhage. Engorgement of connective tissue and muscle 


around bone with blood. No trace of proliferation of bone 
either under periosteum or in medulla. 


| 
| 
| 3days| Old 
| 


One of the shafts shows slight subperiosteal bone prolifera- 
tion. Hemorrhage. 


14 


14 
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2-15-14 
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2—2-15| 


38 
10 
2-19-14 


23 
3-14 


6 days! Young 


Left 


~The free ends of the shaft are polished and are covered by 
necrosed connective tissue. Very slight evidence of bone pro- 
liferation. On one of the shafts there is considerable prolifera- 
tion, a make-up of long, delicate spicules of bone covered with 
osteoblasts running parallel to the surface of the old _ shaft. 
The periosteum above seems distinct from this new bone pro- 
liferation. 


6 days 


7days| Young 


| 

| 8days! Young 

| | 

| | 
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114 days| Adult 

| | 

| 

114 days! Young 
| 

| | 

| | 

| | 

114 days! Adult 

| | 

118 days! Adult 

| | 
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| 
127 days! Young 
| 


Left 


- 


Young 


Right 


One of the fragments of bone shows no proliferation, while on 
the other fragment there is an active proliferation of the sur- 
rounding connective tissue. The peripheral haversian canals 
are filled with cells staining more deeply than the cells in the 
more deeply lying haversian canals. Very slight activity of the 
subperiosteal osteoblasts. 

Marked proliferation of osteoblasts just beneath the perios- 
teum. Marked connective tissue hyperplasia. “The periosteum 
covering the newly formed spicules of bone is absolutely dis- 
tinct and is not giving rise to newly formed bone corpuscles.” 


No evidence of proliferation from the ends of the bone. 


The ends of the broken shaft show no evidence of repair. 
Marked subperiosteal formation of bony trabeculae. Evidence 
of transition from small cell connective tissue through fibro-car- 
tilage to typical bone. The periosteum seems distinct from the 
cortical new bone formation. 

There is marked connective tissue pad covering the ends of 
the bone. Some proliferation of bone and cartilage on the sur- 
face of the shaft. 

The ends of the old bone show evidence of repair springing 
from them. Covering the ends of the bone there is a large pad 
of cartilage. Under the periosteum for a good distance along 
the shaft there is a marked proliferation of new bone. In some 
fields one sees bone, cartilage and young connective tissue cells. 


The ends of the broken shaft show no evidence of repair. 
They are covered by a connective tissue cap. “There is a mass 
of cellular cartilage along the surface of one of the shafts. The 
marked subperiosteal proliferation seen in the above Experiment 
4 is conspicuously absent as well as the pad of cartilage be- 
tween the ends of the bone.” 

The periosteum is shown as a distinct connective tissue cov- 
ering. Between the ends of the bone there is a perfect pad of 
cartilage and closer to the shaft, is well formed new bone. The 
proliferation seems to be growing outward. 

Pad of cartilage covering fractured ends. Periosteum as con- 
ii tissue membrane is inactive. Further developments of 
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18 38 days; Adult Left 


teum 

ge 

a 

6 |28days| Adult |Left| | Same as Experiment 23L. 


| Inactivity of periosteum is marked. Sharp differentiation be- 
tween cartilage of callus and periosteum. Osteoblasts between 
periosteum and bone. Callus is made up of cartilage and bony 


2-14 trabeculae which seem to grow from within out. See micropho- 


tographs 12, 13, 14. 


A new connective tissue envelope has replaced the periosteum 
which had been removed. The ends of the bone are not active, 


18 38 days} Adult Right} but are covered with the usual cartilage, osteoblasts and new 


bone formation. See microphotographs 18R (Repair of Frac- 
tures 1 to 6 weeks, S.G.O., 1915). 


Pad of hyaline cartilage between new bony trabeculae closer 


i 42 days} Young (Left to ends of the bone. Osteoblasts are present on the surface 
1-27-15 immediately under the periosteum. 
1 |42days| Young Right Practically the same picture as on opposite side. — ai 


2 49 days} Adult Left 


There is a dense connective tissue covering of the callus. 
The ends of the old bone are covered by a new cancellous bone 
formation, between which there is a cartilage pad. 


2 |49days! Adult Right “Complete osseous union. In the center of the callus is de- 


posited on remnants of cartilage.” 


3 56 days| Adult Left 


See Protocols for particulars. 


on the opposite side. This dense connective tis- 
sue is being invaded by cancellous trabeculae 
from the tibia, fibrous bundles passing into the 
connective tissue of the fibula analogous to Shar- 
pey’s fibres. Remnants of the original fibula are 
found in the regions corresponding to the origi- 
nal area of implantation. The greater part of 
the fibula has disappeared and the haversian 
systems, which have been left, are encrusted by 
new bone derived from the endosteum of the 
tibia. On one side of this ingrowing bone is be- 
ginning to form a layer of new bone on the in- 
side of the dense connective tissue found in 
place of or on the surface of the original trans- 
plant. 

The marrow of the fibula compared to the mar- 
row of the tibia is very poor in marrow cells and 
is represented by an increased production of con- 
nective tissue. 

Summary: It would appear that the transplant 
acts as a scaffolding on which new bone is de- 
posited by the endosteum of the host; and also 
that the transplant disappears to a considerable 
extent after the lapse of two months. 

Experiment XXX.—April 20, 1914. Female. 
Right tibia exposed. Denuded of periosteum on 
anterior aspect. With an electric burr the roof 
was removed for two inches—two inches fibula 
resected—lost. Radius on left,side was exposed 
and fractured longitudinally. A portion one-half 
the diameter of the radius about one inch long 
minus periosteum was removed and placed in the 
groove of the tibia. Killed June 10; wounds 
healed by primary intention. Tibia exposed, the 
location of the transplant was easily found. An 
elevation was found which was taken to mean 
that the transplant healed in situ. Preserved. 
Radius exposed. The gap from which the trans- 
plant had been removed had filled up—in fact 
the new bone forms a nodular eminence on shaft 
of bone. 


HISTOLOGIC REPORT. 


September 27, 1915. Dr. Gustav Mann. 

“At the site of the excavation numerous fine 
trabeculae are seen which toward the periphery 
of the bone have more or less longitudinal direc- 
tion, while towards medullary, with only traces 
of marrow, the trabeculae are running in dif- 
ferent directions. There is no indication of the 
transplant, the original defect into which the 
transplant had been placed is filled with the 
above mentioned trabeculae. The centers of 
these trabeculae, particularly near the center of 
the bone, have a greater affinity for methyl blue 
than have the more peripheral parts.” 

The appearance of the bone which has replaced 
the transplant would suggest revascularization 
along the shaft of the transplant. There is 
marked activity on the part of the endosteum 
evidenced by cancellous bone formation in the 
medullary canal. 

Experiment XXI.—91 Days.—March 11, 1914. 
Adult bitch. Transplanted % inch fibula minus 
periosteum into medulla, tibia same side. Plati- 
num loop. 

June 10 1914. Killed. Tibia and fibula _ re- 
moved. Séat of transplant elevated above area 
of surrounding shaft. Platinum loop enclosed in 
new bone formation. Fibula shows no evidence 
of filling defects. 

Platinum loop removed with great difficulty 
from decalcified specimen. 


HISTOLOGIC REPORT. 


Ninety-one day transplant minus periosteum. 

Transplant gone. On side of injury to original 
bone there is very active thickening of cancel- 
lous nature which took place to begin with is 
now being remodeled to allow of longitudinal 
course of vessels. On the periphery the cancel- 
lous bone has become condensed to form a new 
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subperiosteal or peripheral lamellae; for which 
reason there is a layer of dense bone on the sur- 
face with much looser bone beneath, the trabecu- 
lae of which run longitudinally beneath the dense 
bone. The probable function of the transplant 
being to direct the trabeculae of the newly 
formed bone in a longitudinal direction. The 
blood vessels are very large. 

Experiment XV.—Feb. 23, 1914. Young dog. 
Half an inch of fibula was transplanted into gut- 
ter in tibia. 

March 23. Killed. Slight infection. Bone 
transplant was found in situ, but not adherent to 
the tibia. 

FRACTURE AND INTRA-MEDULLARY TRANS- 
PLANT SERIES. 

Experiment XXXIV. April 27, 1914. 
bitch. 

Exposed right radius, removed periosteum from 
anterior aspect of shaft for more than one inch. 
With an electric burr I removed the roof, thus 
opening the medulla. With a pair of bone-filling 
forceps the radius was fractured in the middle 
of the tunneled area. We next exposed the right 
fibula and resected one inch subperiosteally. The 
resected portion was then transplanted into groove 
made in radius as an intra-medullary splint. 

Died May 17. Examination after death showeda 
small sinus over the radial transplant. Wound of 
hind leg healed primarily. After dissection we 
found the transplant from the fibula in situ in 
the medulla of the radius. No callus had formed. 
The fibula transplant had not become adherent 
to radius at all. 

Experiment XLI.—June 5, 1914. Adult male 
dog. 

Exposed ulna. Removed periosteum from an- 
terior aspect. With an electric burr we opened 
the medulla for about one inch, reamed out the 
upper and lower portions of the canal, then ex- 
posed fibula. Denuded the fragment of perios- 
teum and fibula into gutter in ulna. 

Killed September 1, 1914. Wound of hind leg 
healed (primary union). Wound of front leg: 
There is a small qranuloma at the upper aspect 
of the wound. When exposed the transplanted 
portion of the fibula was found enclosed in a 
thick rind. The transplant was not adherent to 
the ulna. 

N. B.—We are indebted to Drs. Chillingworth, 
Henrigues, Lanford, Gelpi and Mr. Bertie Bay- 
ford for assistance in this work. 


Young 
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THE POST-HOSPITAL CARE OF A 
SURGICAL PATIENT.* 


By STUART MCGUIRE, M.D. 
Richmond, Va. 


The treatment of a surgical patient may 
naturally be divided into three stages; 
first, preparatory treatment; second, post- 
operative treatment; and third, post-hos- 
pital treatment. Much has been written 
with reference to the first and second, 
but practically nothing about the third. 

The object of this paper is to impress 
the importance of post-hospital treatment, 
to explain the reasons for its neglect, to 
point out the difficulties of its satisfactory 
accomplishment, to ask the co-operation 
of the profession in correcting existing 
conditions, and to propose a plan which, 
while admittedly imperfect, may prove 
suggestive and ultimately lead to the adop- 
tion of standardized methods. 

The importance of post-hospital treat- 
ment will only be fully appreciated when 
it is frankly admitted that a surgical op- 
eration never cures a patient. All an op- 
eration can do is to correct an abnormal 
condition and put the patient in a posi- 
tion to get well by what the older writers 
were pleased to call the “vis medicatrix 
nature.” 

The first effect of an operation is often 
injurious and the beneficial results are 
only experienced after the system recovers 
from the shock and readjusts itself to new 
conditions. It sometimes takes weeks or 
months, or even years, for this to be ac- 
complished. 

A patient should be taught that the op- 
eration is not everything and that the 
after treatment is often of equal impor- 
tance. He should be impressed with the 
fact that he is not well because his wound 
has healed, and that he should remain in 
the hospital until he has regained to a 
certain extent his physical strength and 
nervous equilibrium, and after he returns 
home for a time he should lead a life of 
prudence and restraint. 

Patients are not machines and surgeons 
are not mechanics. An automobile after 
it leaves the shop should run, but a pa- 


*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Texas, 
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tient after he leaves the hospital should 
rest. 

Who should be responsible for the care 
of the patient during this period? Should 
he be left to his own discretion? Should 
the surgeon lay down rules for his guid- 
ance and keep in touch with his progress 
by correspondence, or should the family 
physician assume charge of the case and 
direct his treatment and control his ac- 
tions? 

I will try to show that none of these 
three plans will prove satisfactory, and 
that the best results can only be obtained 
by an intelligent and systematic co-opera- 
tion between the patient, the surgeon, and 
the family physician. 

The patient can not be trusted to safe- 
guard his own interest. The knowledge 
of the laity on medical subjects often seems 
to be in inverse proportion to its intelli- 
gence and common sense in every-day mat- 
ters. If a man enters a hospital and has 
his leg amputated he may know that when 
he gets out he must use a crutch or arti- 
ficial limb, but if he has his appendix re- 
moved he is apt to think he has gotten rid 
of a useless organ and that it is an occa- 
sion to be celebrated with his friends. A 
mechanical engineer will often disregard 
every factor of safety after a recent op- 
eration for hernia, and a policeman will 
sometimes forsake his beat and for six 
months coddle a trifling wound of the 
scalp. 

The surgeon can not be relied on to di- 
rect the patient’s post-hospital treatment. 
If he is a busy man his mind and time are 
too much occupied with new cases to give 
the necessary attention to the details of 
the after treatment of a patient who is 
about to leave the hospital. If such were 
not the case it is impossible for him to 
foresee all complications that may arise 
and to provide against them. Subsequent 
correspondence is unsatisfactory because 
a patient usually fails to give important 
facts, and often either exaggerates or un- 
derestimates his symptoms. Even if the 
surgeon prescribes correctly, his advice 
does little good, because it lacks the per- 
sonal element of suggestion that is so es- 
sential to make it effective. 

The family physician, unaided, can not 
be relied on to assume charge of the case. 
The patient frequently does not consult 
him promptly after his return home. He 


2 
: 


252 SOUTHERN MEDICAL JOURNAL 


has often been unduly impressed with the 
efficiency of hospital methods and tends 
to look back to the surgeon rather than 
forward to his physician for future guid- 
ance. He writes a letter to the surgeon 
and gets a reply which is unsatisfactory. 

The self-respecting physician naturally 
hesitates to volunteer his services to the 
patient. His mind is a little obscure as to 
the tie between the patient and himself. 
He sent the man to the hospital and is 
disappointed that he has not been relieved 
of his symptoms. He feels a little hurt 
at the lack of recognition of himself in 
the correspondence between the patient 
and the surgeon, and when he is finally 
consulted by the patient he has to an ex- 
tent lost interest in the case. 

The physician may be a man of large 
and long general practice which qualifies 
him to speak with authority on questions 
pertaining to pneumonia, malaria, typhoid 
fever, obstetrics, diseases of children, gen- 
eral sanitation, and kindred subjects, but 
when he attempts to direct the post-hos- 
pital treatment of a surgical patient he 
finds himself confronted by problems out 
of his usual line of study or experience. 

The question of a proper dietary; of the 
best method of regulating the bowels; of 
treating bladder irritability; of the num- 
ber of hours of sleep; of the necessary pe- 
riods of rest during the day; of the 
amount of exercise that is permissible; 
whether steps are injurious; how soon the 
sewing machine may be employed; when 
house work may be taken up; the question 
of driving, riding horseback, dancing, 
swimming and athletic contests; the sort 
of clothing to be worn; whether corsets 


‘are injurious or an abdominal binder nec- 


essary; the question of prudence at men- 
strual periods and the relief of pain often 
experienced at that time; the treatment 
of headache; the administration of tonics, 
nervines and hypnotics: the use of baths, 
massage, and electricity; the protection 
of wounds; the employment of douches; 
the use of tampons; the period at which 
sexual relations may be resumed; these 
and a hundred other questions tax his pa- 
tience, his knowledge, and his common 
sense. 

Fortunately in the post-hospital man- 
agement of a surgical patient there is no 
conflict of interest. The surgeon’s inter- 
est, the physician’s interest and the pa- 


tient’s interest are all bound up and cen- 
tered in the patient’s welfare. The fault 
of the present system, or rather lack of 
system, is in presuming too much on what 
the patient knows, and in dividing respon- 
sibility between the surgeon and the phy- 
sician. It is the old trouble of every- 
body’s business and nobody’s business. 


The surgeon knows the facts about the . 


patient, but the physician knows the pa- 
tient himself. The surgeon has special 
knowledge of the details of the treatment 
of a convalescent, but the physician, by 
virtue of his contact with the patient, is 
the only one who can apply the knowledge 
to the individual case. 

The logical deduction from what has 
been said is that in post-hospital treat- 
ment the patient needs education, the phy- 
sician information, and the surgeon elim- 
ination. The surgeon must be the active 
agent in accomplishing all three. He 
should utilize his influence and oppor- 
tunity while the patient is in the hospital 
to educate him as to the proper method 
of living after he returns home. The ad- 
vice given should be brief and to the point. 
There is no advantage, and potential 
harm, in entering upon an extended dis- 
course on anatomy and physiology. What 
the patient needs to know is, first, what 
to expect; and second, what to do.. Such 
instructions must necessarily be given in 
rather general terms. They should be put 
in writing so as not to overtax a weak 
memory or poor intelligence. Finally, the 
patient should be told that while the op- 
eration which had been performed had 
satisfactorily corrected the condition 
which had given! rise to his symptoms, 
he was not yet well, and that on his re- 
turn home he must place his case in the 
hands of his family doctor, who was fully 
informed of all that had been done for 
him at the hospital and who had received 
suggestions as to his future treatment. 

The surgeon should next discharge his 
obligations to the physician. He should 
write and give him the details of the op- 
eration performed, the history of the sub- 
sequent convalescence, enclose a copy of 
the instructions given the patient, and 
make any suggestions with reference to 
the future management of the case that 
— conditions seem to make advis- 
able. 

Often in the routine examination and 
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treatment of a surgical patient certain co- 
existing but independent diseases are dis- 
covered which circumstances render it in- 
advisable to treat while the patient is in 
the hospital. For example, a patient with 
appendicitis may be found to have hook- 


worm. All facts with reference to a pa- . 


tient possessed by the surgeon bearing on 
his future treatment should be communi- 
cated to the physician. 

The surgeon having fulfilled his duty to 
the patient and to the family physician, 
should finally eliminate himself from the 
case. If he has carried out the plans out- 
lined he has given the best advice of which 
he is capable, and except in unusual cir- 
cumstances can add nothing of value in 
the treatment of the case without another 
examination of the patient. If corre- 
spondence becomes necessary the exchange 
of letters should preferably be between 
physician and surgeon rather than between 
patient and surgeon. 

Theoretically, the written instructions 
given the patient when he leaves the has- 
pital should be prepared for the individual 
case, but practically it will be found that 
ten or twelve stereotyped forms can be 
prepared and kept on hand which will 
cover the needs of 90% of the patients 
operated on in a general hospital. 

Often the form will need no alteration 
or addition. Sometimes it will have to 
be revised to meet special indications, but 
even then it will be found to be a labor 
and time-saving device and result in a 
clearer and more comprehensive set of 
instructions than would be prepared with- 
out a standard to go by. 

As an appendix to this paper are attached 
some of the forms which have been pre- 
pared for use in a private hospital. An 
examination of them will show that each 
covers either a special operation such as 
thyroidectomy, hysterectomy, a_ partial 
gastrectomy or a special condition such 
as neurasthenia, obesity, or constipation. 

Often two or more forms will have to be 
given to the same patient. For instance, 
a fat, nervous woman who has been the 
victim of an abdominal section would get 
three separate forms. Some of the in- 
structions would probably be repeated, 
but this will only make them more em- 
phatic. 

These forms have only recently been 
prepared and have not been subjected to 


sufficient test to show either their merits 
or their faults. They are submitted for 
the criticism and advice of other surgeons, 
with the hope that they may be so im- 
proved as to become standardized and gen- 
erally adopted. 


Form No. 1. 
ABDOMINAL SECTION FOR PELVIC DISEASE. 

Your wound requires no further attention. If 
your clothing irritates it, you may protect it with 
a piece of gauze or soft linen. A comfortable 
corset may be worn when desired. 

On returning home, avoid too much company. 
Go to bed early and get up late. Lie down for 
one hour both in the morning and in the after- 
noon. Spend as much time out of doors as the 
weather permits. Avoid taking cold, especially 
when you first leave the steam-heated hospital. 
At the end of a week begin to take short walks 
and drives. Increase exercise gradually. Stop 
as soon as you feel tired. Never go until you 
are exhausted. Forcing yourself to do more than 
your strength permits will retard your recovery. 

Going up or down stairs slowly and carefully 
will do you no harm provided you are strong 
enough to do so without undue fatigue. For 
three or four months avoid running, jumping and 
lifting heavy weights. Resume your household 
duties gradually, taking up the lighter ones first. 
The broom and the sewing machine are the last 
things to go back to. 

No local treatment is necessary other than the 
use of a douche if indicated for comfort or clean- 
liness. It should be administered in the way it 
was given at the hospital. A good solution can 
be made by adding one teaspoonful of lysol to 
each quart of water. Tub baths are not injuri- 
ous. 

No unusual restrictions are necessary in the 
matter of diet. It should be generous and whole- 
some and such as will tend to restore your loss 
of weight and strength. 

The bowels should be regulated as far as pos- 
sible by natural means, such as water, food, ex- 
ercise and the establishment of a regular hour of 
going to stool. Mild laxatives should be used 
when necessary. 

(A) Your menstruation may be somewhat ir- 
regular and painful for a time. Keep quiet be- 
fore, during and after your next two or three 
periods. Don’t get discouraged, as it may take 
some time for your organs to perform their func- 
tions normally. 

(B) The operation done for you will stop your 


menstruation. In other words, it has brought ° 


about the change of life. This has come to you 
sooner than to other women, but the condition is 
the same as if it was the result of age. There 
will be no more change in your feelings, appear- 
ance, or health: than was the case with your 
mother when she went through the same period 
of life. For a time it is likely you may be nerv- 
ous, irritable, and have sensation of heat, but 
this is natural. . 

For a time you should be under the care of 
your family physician. He knows all that has 
been done for you at the hospital and can give 
you the proper advice and treatment. 
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While at first you must be patient and prudent, 
must avoid excitement, worry and overwork, 
don’t regard yourself as an invalid. You are 
merely a weak woman getting well. The opera- 
tion has corrected your local trouble and you 
will soon be restored to good health. Don’t talk 
too much about hospitals and sick people. Don’t 
think too much about yourself. 

At your operation the appendix was____-----_-_ 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 
to help you. 


Form No. 2. 
PLASTIC WORK IN THE VAGINA. 


On returning home you should consult your 
physician and place your case in his hands until 
you are well. He knows what has been done for 
you while at the hospital. 

There was nothing in your operation to perma- 
nently impair the natural use and function of 
your pelvic organs, but for a short while you 
must be careful to avoid injury. 

Nature’s sign of warning is soreness. Until 
soreness has disappeared, prudence should be 
practiced, and the safest prudence is abstinence. 
From four to six weeks is usually necessary for 
the parts to return to their normal condition. 

Some irregularity in menstruation may occur 
for a while. This should not lead to discourage- 
= as the trouble will almost certainly correct 
tself. 

No local treatment is necessary further than 
the use of a douche when necessary for cleanli- 
ness or comfort. It should be administered in 
the way it was given at the hospital. A good 
solution can be made by adding one teaspoonful 
of lysol to each quart of water. 

For a period of two or three months you should 
avoid excessive strain and fatigue. You should 
be prudent, especially at the menstrual periods. 
Avoid heavy lifting, straining, long standing, 
rough riding or driving, the use of the sewing 
machine, frequent going up and down stairs, and 
straining at stool. 

The bowels should be regulated as far as possi- 
ble by natural means, such as water, food, exer- 
cise and the establishment of a regular hour of 
going to stool. Mild laxatives should be used 
when necessary. 

No unusual restrictions are necessary in the 
matter of diet. 

You should remain quietly in the house for a 
week or ten days. Then begin to exercise by 
taking a short walk and increase the distance 
gradually day by day as your strength permits. 

Tub baths are not injurious. 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 
to help you. 


Form No. 3. 
GALL-BLADDER. 
Your wound has healed, but you are not yet 
well. You are permitted to leave the hospital, 
but you must be prudent and continue treatment 


after you get home. 
It is impossible to give you directions as to the 
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tonics, laxatives, and other medicines you may 
need as your condition will vary from time to 
time. It will therefore be necessary for you, on 
your return home, to place your case in the hands 
of your family doctor. He has been written to 
and told what was done to you and what was 
learned about you while you were at the hos- 
pital. Seek his advice when perplexed and follow 
the directions he will give you. 

There are some general rules which should be 
followed by all patients who have been operated 
on for your trouble. These have been written out 
for the convenience of both your doctor and your- 
self. 

It is not necessary for you to wear any binder, 
belt or special corset. You may safely take tub 
baths. It is important to keep your mouth in 
good condition. Use a tooth brush and an anti- 
septic mouth wash both night and morning. 

For a time you should carefully regulate your 
diet. Avoid raw or cooked fruit; all fats and 
greasy fried food; all pickles, condiments and 
highly seasoned foods; all rich, heavy sweets. 
Avoid alcohol; if taken at all, light wines are 
preferable to beer or liquors. 

Your diet should consist principally of eggs, 
fish, chicken, moderate amounts of red meat, well 
cooked vegetables, milk, buttermilk, cereals, toast 
and bread. 

If tea and coffee are used it should be in mod- 
eration. Drink water freely, taking it preferably 
before breakfast, between meals and at bedtime. 

Exercise regularly and as far as possible in the 
open air. Begin with a short walk, the distance 
of three or four city blocks, and increase the dis- 
tance each day as you gain strength until you 
walk several miles. 

The bowels should be regulated as far as pos-. 
sible by natural means, such as water, food, exer- 
cise and the establishment of a regular hour of 
going to stool. Mild laxatives should be used 
when necessary. 

You may occasionally feel “bilious,” have spells 
of indigestion or attacks of colicky pain in the 
upper abdomen. This is not likely due to a 
stone being reformed or overlooked at operation, 
but to the fact that the inflammation of the gall 
bladder or ducts has not yet subsided. Should 
you have the symptoms described, try to empty 
the stomach by drinking and ejecting warm wa- 
ter and the bowels by taking a soap-suds enema. 
Eat little or no food, but live on milk and lime 
water until you can consult your doctor. 

Under proper treatment and in a reasonable 
time you should get completely and permanently 
well. 

At your operation the appendix was____-_----- 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 


to help you. 
Form No. 4. 
HYPERTHYROIDISM. 


Your wound requires no further attention. 
The full benefit of your operation may not be 
experienced at once. Your improvement should 


be progressive, but you can do much to get well 
and stay well by observing the following instruc- 
tions: 
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It is important to avoid undue mental excite- 
ment and physical overstrain. If anything wor- 
ries you, put it off. If you get tired, stop and 
rest. 

Get an abundance of rest by going to bed early, 
getting up late and taking a nap in the after- 
noon. 

Fresh air day and night is important. Sleep 
with the windows open. Be careful, of course, 
to avoid cold by being comfortably clothed or 
covered. 

Use nothing that irritates the nervous system. 
Tea, coffee, alcohol and tobacco should be 
avoided. 

Your diet should be generous and wholesome. 
It should be adapted to increase your weight. 
Eat white meat sparingly and avoid red meat 
entirely. Do not take beef tea or meat broths. 

Live principally on milk, buttermilk, cream, 
butter, bread, cereals, fresh vegetables and 
cooked fruit. Grape juice and other drinks pre- 
pared from fruit will be found palatable and ben- 
eficial. 

Drink an abundance of water. If there is any 
doubt as to its purity, boil it for twenty minutes 
and allow to cool before using. Distilled water is 
desirable if it can be obtained. 

Take regular but moderate exercise. 

The bowels should be regulated as far as pos- 
sible by natural means, such as water, food, exer- 
cise and the establishment of a regular hour of 
going to stool. Occasionally a mild laxative may 
be necessary. 

If in doubt about anything, consult your physi- 
cian, who has been acquainted with your condi- 
tion and advised as to the treatment you are 
desired to follow. 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 
to help you. 


Form No. 5. 


CONSTIPATION. 
I, DIET: 

In general, the diet should be coarse and bulky, 
containing especially the fibrous parts of vegeta- 
bles. 

On arising drink one or two glasses of hot or 
cold water. 

Breakfast.—Fruit, raw or ‘cooked, except ba- 
nanas; oatmeal; cream; corn bread; Graham 
bread, or bran biscuits; plenty of butter; eggs, 
except hard boiled; molasses or honey; coffee. 
Milk affects individuals differently; your own ex- 
perience must guide you in the use of this arti- 
cle. 

10 a. m—Drink two glasses of water. 

Dinner.—Soup; fish, oysters; meats; chicken or 
turkey; any vegetables, but especially coarse veg- 
etables, such as string beans, spinach, cauliflower, 
celery, lettuce, cucumbers, tomatoes, asparagus, 
salads with oil dressings; corn bread or Graham 
bread; butter; fruits; and desserts with or with- 
out cream. 

4 p. m—Drink two glasses of water. 

Supper.—Breads of the kind indicated; butter; 
chicken; oysters; fish; eggs; molasses or honey; 
vegetable salads; desserts with or without cream; 


coffee, 


On retiring, eat dried figs, prunes or dates and 


drink one glass of water. 
Il. EXERCISE: 

A moderate amount of outdoor exercise should 
be regularly taken, but not carried to the extent 
of profuse perspiration. 

III. LAXATIVES: 

Consult your doctor. No one laxative will 
prove efficient indefinitely. All lose their effect 
and have to be changed. When it is necessary to 
use any, the best are compound licorice powder, 
cascara, senna, and mineral oil. Glycerin suppos- 
itories and soap suds enemata also have their 
place. 

IV. HABIT: 

It is far better to regulate the bowels by food, 
water and exercise than with medicine. But it 
is better to use laxatives or enemata than to fall 
into the habit of constipation. Have a regular 
time to go to the closet, and acquire the habit of 
having an action at this time. The habit is not 
formed quickly; it may take months. But once 
formed, it will greatly improve your health. 


Form No. 6. 
OBESITY. 


Your wound requires no further attention. 

An adominal binder should be used, both day 
and night. During the day a comfortable corset 
may be worn over the binder. 

You may safely walk at once. Start with a 
short walk, the distance of two or three city 
blocks, and increase gradually. 

Go slowly. At first you should be cautious, 
even in such matters as straining at stool, get- 
ting in and out of the bath tub, and the like. Tub 
baths are not, however, objectionable. For three 
to six months be careful about getting on and off 
cars, lifting weights, the use of the sewing ma- 

hine, athletic sports, heavy manual work, etc. 

Drugs such as thyroid extract, anti-fat cures, 
etc., should not be employed except under super- 
vision of your physician. They are capable of 
harm unless properly controlled. 

The following diet is adapted to a safe reduc- 
tion in weight: 

Take one pint of hot water slowly before rising 
or while dressing. P 

At the usual breakfast hour take a cup of tea, 
or coffee, without milk or sugar, a small mutton 
chop or beefsteak, or one egg, and one slice of 
toast. 

At 2 o’clock eat all you desire of any one of 
the following meats and vegetables, the latter 
cooked without meat: 

(a) Well done roast beef, steak, mutton, fowl, 
or raw oysters. 

(b) Spinach, tomatoes, cabbage, turnip tops, 
celery, parsnips, apples, rhubarb. 

At 6 o’clock eat one slice of well toasted bread 
and one poached or soft boiled egg. 

At bedtime take one pint of water. 

Prevent constipation by exercise, a regular hab- 
it, and mild laxatives occasionally if necessary. 

Open air exercise, gradually begun and progres- 
sively increased, and a tranquil mind are most 
important. 

Avoid carefully bread, beans, peas, potatoes, 
all sweets and pastry, and fluids with your meals. 

Strictly followed, this regime should reduce 
your weight one-half a pound per day. If more 
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is lost, let up on the diet every fifth day, and eat 
moderately of fruits. 


Form No. 7. 
NEURASTHENIA. 

Your wound has healed and requires no further 
attention. 

The operation has removed the cause of your 
trouble, but it will take some time for you to get 
well. 

When you get home you should put yourself 
under the care of your physician. He knows all 
that was done for you and all that was learned 
about you while you were in the hospital. 

Don’t continually think about yourself and ask 
yourself how you feel. You don’t know enough 
to tell whether a symptom has any significance 
or not. You employ a doctor; let him do the 
worrying for you. 

Don’t worry yourself. Worry is thinking to no 
end. “Distracted” means drawn two ways. Worry 
and distraction prevent rest, and sleep and result 
in chronic tiredness. 

The cure for worry is concentration on some- 
thing with an end in view. To be wholesome 
that something must be productive. In other 
words, you need occupation. 

While at the hospital you had a “rest” cure. 
You now need a “work cure.” Try to find some 
light, useful work that will occupy and interest 
you. 

At meal times put aside care. Don’t be afraid 
to trust your digestion. Don’t abuse it, but use 
your stomach confidently. 

Keep the bowels open by natural means such 
as a proper diet, an abundance of drinking water, 
a reasonable amount of exercise and a habit of 
going to stool at a regular time. Mild laxatives 
may be necessary occasionally. 

Avoid stimulants and hypnotics unless _pre- 
scribed by your physician. 

On getting up in the morning take a cold 
sponge bath. On going to bed take a warm tub 
bath. Sleep with the windows open. 

Rest in a quiet room for one or two hours in 
the afternoon. 

Spend as much time in the fresh air and sun- 
shine as your strength and the weather will per- 
mit. 

» Increase exercise as you gain strength, stopping 
when you get tired and not going until you get 
exhausted. 

Please report your condition by mail at the end 
of three months. If you are well the information 


will help us; if you are not doing well we may be 


able to help you. 


Form No. 8. 
STOMACH—(Organic). 

Your wound requires no further attention. 

You do not need an abdominal binder or special 
type of corset. 

Your diet should be carefully regulated for sev- 
eral months. This does not mean, however, that 
it should be unduly limited. On returning home, 
you should promptly put yourself under the care 
of your physician. He is fully acquainted with 
what has been done for you at the hospital, and 
can help you to get well by his advice and coun- 
sel. 


You should have ample nourishment of a whole- 
some kind, but not large meals. Five small 
meals a day are better than three large meals. 

Acid and highly spiced foods should be avoided. 
Unusually coarse food, such as celery, tough meats, 
stringy vegetables and the like are apt to be irri- 
tating. Milk and buttermilk are well suited to your 
case. A well balanced dietary of meats, fish, 
eggs, vegetables, bread and butter, light desserts, 
may be taken under the supervision of your phy- 


Sician. 


Water should be taken freely, but not forced. 

Alcohol is best avoided. If used, light wines 
are preferable. Beer and liquors should not be 
used. 

Tea or coffee may be taken in moderation. 

Your use of tobacco should depend somewhat 
on your former habit. Decrease rather than in- 
crease. 

Put aside care, especially at meal time. Avoid 
rapid eating, and chew the food thoroughly. 

Careful attention to the toilet of the mouth 
should be exercised. Use a tooth brush and anti- 
septic mouth wash both night and morning. 

The bowels should be regulated as far as pos- 
sible by natural means, such as a proper diet, an 
abundance of drinking water, sufficient exercise, 
and the establishment of a regular hour of going 
to stool. Mild laxatives should be employed when 
necessary. 

Tub baths are not objectionable. 

You may begin with a short walk immediately, 
the distance of two or three city blocks, and in- 
crease gradually as your strength permits. 

Avoid excessive fatigue, mental strain, undue 
annoyance and excitement. 

A sufficient amount of rest should be obtained 
by retiring early and lying down once or twice 
during the day. 

You should expect to devote the next few 
‘months to measures directed to the complete res- 
toration of your health. A gain in weight is de- 
sirable, and speaks well for your favorable prog- 
ress. 

At your operation the appendix was______---_- 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 
to help you. ) 

Form No. 9. 
STOMACH—(Reflex). 
Your wound requires no further attention. 

No binder or special type of corset is neces- 
sary. 

Your stomach was carefully examined at op- 
eration, and showed no evidence of disease. As 
is often the case, the stomach symptoms were 
due to trouble outside the stomach, which has 
been corrected. 

The full benefit from your operation will be 
experienced gradually. You should avoid starv- 
ing yourself on account of stoMach symptoms. 
Especially at meal time put aside care. Don’t 
be afraid to trust your digestion. Don’t abuse it, 
but use your stomach confidently. 

Your diet should be generous and wholesome. 
Highly seasoned and greasy foods, pastries, 
pickles, condiments and notably indigestible arti- 
cles should be avoided. 
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Tea and coffee should be used only in modera- 
tion. 

Drinking water should be neither limited nor 
pushed to excess. 

Your use of alcohol and tobacco should depend 
somewhat on your former habit. Decrease rather 
than increase. 

If there is a tendency to constipation try to 
overcome it by natural means, such as water, 
diet, exercise and the establishment of a regular 
hour of going to stool. Amn occasional mild laxa- 
tive may be necessary. 

Regular exercise out-of-doors is important. 
Begin with a walk of three or four city blocks, 
and increase gradually. 

Get plenty of fresh air day and night. Sleep 
with the windows open. 

Tub baths are not injurious. 

Careful attention should be paid to the toilet 
of the mouth. 

Ample hours of sleep and rest are important 
until your health is completely restored. Worry, 
excitement, undue annoyance, over-indulgence of 
any kind, rapid eating and insufficient mastica- 
tion of food, all should be guarded against. Avoid 
excessive fatigue, but don’t be afraid of whole- 
some work increased at a moderate rate. 

Your physician is fully acquainted with what 
has been done for you at the hospital and can 
advise you as to the time when you can safely 
resume your full duties. He can guide you along 
the lines of patient and persistent re-education 
of the stomach and other bodily functions to 
their normal work. 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 
to help you. 


Form No. 10. 
HERNIA. 

Your wound requires no further attention. You 
do not need a truss or abdominal belt. For a 
while you should be prudent, but in time your rup- 
tured side will be stronger than your good side. 

You may safely begin to exercise at once. Start 
with a short walk, the distance of two or three 
city blocks, and increase gradually as you gain 
strength. 

Going up or down stairs slowly and carefully 
will do you no harm provided you are strong 
enough to do so without undue fatigue. 

At first you should be cautious even in such 
matters as straining at stool and other physio- 
logical acts. Be careful how you get in and out 
of the bath tub. Avoid jolting and driving over a 
rough road. Neither baths nor comfortable rid- 
ing, however, are objectionable. 

For three to six months be careful about get- 
ting on and off cars, lifting heavy weights, crank- 
ing automobiles, swimming, horseback riding, ath- 
letic sports, and heavy manual work. 

As far as possible, keep the bowels open by 
natural means, such as a full generous diet, an 
abundance of drinking water, a moderate amount 
of exercise, and the establishment of a regular 
hour for going to stool. Mild laxatives may be 
necessary at times. 

Put on weight if below normal by free diet, fresh 
air and plenty of sleep. 


At the end of a month or six weeks, you may 
safely begin any light work. 

This is simply a guide and intended to be sug- 
gestive. You can apply the same principles to the 
many things that will come up and cannot be 
foreseen. If in doubt, consult your physician. He 
is fully acquainted with what has been done for 
you at the hospital and with all the essential facts 
bearing on your case. 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 
to help you. 


Form No. 11. 
HIGH BLOOD PRESSURE. 

Your wound has healed and needs no further 
attention. From a surgical standpoint you are 
well. From a medical standpoint you still need 
observation and treatment. 

Your watchword should be “Moderation.” This 
is not because you are an invalid, but to avoid 
becoming one. 

Go slowly. Moderation will serve you in the 
wear and tear of life like oil to a good machine. 

Work easily; exercise lightly. 

Shortness of breath is a signal to slow down. 

Be temperate in all indulgences. 

Avoid excitement; cut out worry. 

Eat sparingly — finish a little hungry rather 
than replete. Better five small meals than three 
large ones. Take meat not more than once a 
day, and sparingly then. No meat extracts. 
Limit salt. Highly seasoned foods are not de- 
sirable. Vegetables, fruits, bread, cereals and 
milk should constitute your staple diet. Tea and 
coffee should be used moderately if at all. Your 
use of alcohol and tobacco should depend some- 
what on your former habit. Decrease rather than 
increase. Drinking water should be neither lim- 
ited nor forced. 

Keep the bowels open. Epsom or Carlsbad 
salts once or twice a week, if necessary, to make 
them a little free. 

Secure ample rest. Retire early and sleep late. 
Be a little lazy. 

Exercise resularly, but not violently. Avoid 
straining at stool. Cold baths had better not be 
used. Warm or tepid water is preferable. Turk 
ish baths should not be taken without the advice 
of your physician. He is fully acquainted with 
what has been done for you and what has been 
learned about you while at the hospital. You 
should consult him at reasonable intervals. 

Many men and women have done the best 
work of their lives working under similar limita- 
tions. 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 
to help you. 


Form No. 12. 
HEMORRHOIDS. 


It probably will be several weeks before you are 
entirely well. 

Begin to exercise gradually. Avoid straining, 
heavy lifting and violent exertion. 

Don’t sit on pillows or cushions. Use a cane 
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seated chair that permits free circulation of air. 

Cleanliness is essential. Take a tub bath daily 
and protect the parts from contact with clothing 
by wearing a pad of dry gauze. 

If the parts itch or feel dry and hot use some 
mild ointment like vaseline. 

If from any cause they become swollen and 
painful keep very quiet and apply a pad wet with 
a solution made by dissolving one drachm of chlo- 
ral hydrate in two quarts of water. 

For the first few weeks you should have two or 
three stools each day and the movements should 
be soft and without strain. Later you should have 
a regular hour of going to the closet and establish 
a habit of having a stool at that time. 

The bowels should be regulated as far as possi- 
ble by natural means, such as drinking an abund- 
ance of water, especially before breakfast, and by 
eating the proper sort of food. Figs, prunes or 
dates at bed time will often do away with the 
need for medicine. 

If a laxative is found necessary consult your 
doctor. No single preparation will prove efficient 
indefinitely. All lose their effect and have to be 
changed. The best are cascara, senna, compound 
licorice powder, and a good brand of mineral oil. 

Glycerine suppositories and soap suds enemata 
also have their places. 

For a time after the operation you may be an- 
noyed by tits or tags of skin around the anus. 
These will almost certainly disappear. 

Please report your condition by mail at the end 
of three months. If you are well the information 
will help us; if you are not well we may be able 
to help you. 


DISCUSSION. 

Dr. W. W. Grant, Denver, Colo.—I have no hes: 
itation in endorsing prompty and unequivocally 
the policy of giving the patients, and their family 
physicians, explicit instructions as to the post- 
operative treatment. This should be considered 
in two stages: The immediate and the more 
remote after-treatment upon which Dr. McGuire 
has so ably dwelt. 

The subject is a timely one, because’ very 
much neglected by surgeons and physicians, and 
about which so many patients are ignorant, if 
not, even, indifferent. 

The way to prevent a lot of trouble is to op- 
erate upon patients at the proper time. Prepara- 
tion of a patient, properly, for a surgical opera- 
tion seems a lost art at the present time. The 
first important personage to consider after op- 
eration is the nurse. The immediate after treat- 
ment is committed to her and she is what the 
surgeon makes her. 

A recovery room is needed in every hospital. 
The nurse usually wraps the patient in blankets, 
which give a sweat bath, even if in shock. This 
can only result in increasing the shock and de- 
laying reaction. The practice is reprehensible 
and surgeons are responsible for it. 

After a severe operation no patient should, 
drunk with delirium, be immediately placed 


among other patients, and yet it is a common oc- 
currence in hospitals. 

I do not object at any time to the family phy- 
sician attending the patient in a hospital with 
the surgeon, but the motive and compensation 
should be above criticism. The family physician 
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should be present when practicable, because of 
his knowledge of the patient and his relation to, 
and interest in, the patient, and not because of 
any mere commercial consideration. If the fam- 
ily physician and surgeon will work together, 
under these conditions, I have no doubt that it is 
infinitely better that the family physician should 
take partial charge, at least, of the patient after- 
ward, but morally and legally the surgeon is re- 
sponsible, and his supervision is absolutely nec- 
essary until the patient leaves the hospital. 

I have never had much respect for the advice 
of surgeons who fell their patients, after an ab- 
dominal operation, for instance, that they can 
be out of bed and walking about in a few days 
or a week. The conscientious surgeon well 
knows that rest is beneficial to patients after 
severe operations, and they should not be up in 
a week. Most patients leave the hospital too 
soon. When they depart they should be in 
charge of the family physician, for often it is 
weeks and months before they are well enough 
to dispense with his service. 

As to neurasthenic patients of which he 
speaks: My rule is to operate upon them only 
when it is an absolute necessity. The surgeon 
who operates upon these neurasthenic cases, in 
the absence of positive pathology, is making 
trouble for himself. 

No class of cases is so unsatisfactory, as a rule, 
to both patient and surgeon. General rules can 
not be formulated for the post-operative treat- 
ment, either while in or after leaving the hos- 
pital. Special instructions for each class of pa- 
tients may be feasible. The extent of such in- 
structions for patients is a debatable question. 
I doubt if it is good policy to give patients un- 
necessary information, or to burden them with 
advice as to their ills and their welfare. But 
the plan of instruction to which Dr. McGuire has 
evidently given much thought and which he has 
so well outlined in his paper, the details of which 
can only be worked out by experience, should 
receive the earnest consideration and approval 
of the profession. 


Dr. Denegre Martin, New Orleans, La.—We 
have all enjoyed this paper very much, and I con- 
sider one phase of it a very important thing: the 
neglect of these cases—the after treatment—so 
many of them. I have had patients say: “I 
have neglected this operation and have post- 
poned it, because Mrs. So and So was operated 
upon and never relieved.” The fact was due to 
the cause of the neglect of the after-treatment. 
These conditions we see often, and I can say 
from a personal experience that I do not believe 
that any patient who has had an operation of 
any magnitude at all recovers within a year 
from that time. They recover, apparently, yes; 
they may look well and feel well, but there is a 
condition that takes time to obliterate. 

This paper has given me a great many ideas 
that I propose to carry out, and especially the 
written instructions. It has been our habit, for 
a long time, to consult the family physician. 
With many of our country people it is impossible 
to carry out these instructions, and many of our 
people could not carry out any instructions at all 
unless you stay right by them and make them do 
it, but even the intelligent sometimes have a 
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hard time to carry out some of these instructions. 
They feel well and do not realize the importance 
of carrying them out, and yet they have to pay 
for it in after time. It is only when these cases 
come back to us with after-pains and after-treat- 
ment that if we inquire carefully into the his- 
tory we will find that there is some cause, possi- 
bly, for the condition other than that of the op- 
eration; and if I can do nothing more than em- 
phasize the importance of this, and especially the 
point that if the family physician will only take 
the proper interest in this case and not believe 
that as soon as he has turned it over to the sur- 
geon he should wash his hands of it; he should 
do everything to assist these patients in getting 
on their feet. 


Dr. Guy L. Hunner, Baltimore, Md.—We hear 
many women say: “I have deferred operation 
because you operated upon Mrs. Jones four 
months ago and she seems to be worse than when 
she was operated upon.” [ think it might be well 
in a series of instructions such as Dr. McGuire 
‘has printed to make the definite statement that 
“You will probably not be entirely recovered in- 
side of twelve or eighteen months, but you will 
continue to grow better all the time.” Then the 
patient will know definitely about how long she 
has to wait for recovery. They do get discour- 
aged after a few months when they find they 
are still unable to manage the ordinary duties 
of life with zest and energy. 


Dr. C. M. Rosser, Dallas, Texas.—A thing which 
I am very fond of saying to our students is that 
the view of surgeons must distinctly change. I 
think it has changed, for the better and more 
thoughtful men, already. We talk too much 
about the mortality rate. Years ago it was all we 
heard. The statistics regarding surgical work 
were about mortality. I think the man who dis- 
cusses mortality only, the patient, upon the ter- 
mination of his stay in the hospital, congratu- 
lates himself upon escaping from the surgeon. 

I think no operation should be performed un- 
less there is a possibility of relief from the condi- 
tions existing. We should get away from the idea 
that the diagnosis is to be operated upon. Let 
it be the patient, for what he has, and not for 
what he is supposed to have. It does not mat- 
ter at all whether it is because the diagnosis is 
made by some one else or by himself, the last op- 
portunity which the patient has is in the hands 
of the surgeon, determining what should be done, 
ceasing to do when the moment comes to stop. 
Very few people know when to quit. We must 
get away from spectacular work. Some years 
ago it was the idea to let some one stand by 
with a watch to see how long it would take to do 
a thing; then a well organized hospital would 
have a publicity works (not necessarily a paid 
advertisement in a newspaper), to tell just how 
long it took to do things. I am pleading now for 
the rights of the patient to be operated upon 
for what he requires. The patient should have 
every moment of the surgeon’s time that he 
needs, independent of who is to follow or what 
is to be done. i think that the end results are 
the things that should be thought about rather 
than mortality. 

A patient comes in suffering with some ovarian 
trouble and you operate upon it without due care, 


and she gets adhesions and pains that hurt her 
every day in the month. 

That operation should not be done which is 
not needed; care should be taken that the work 
should be done only with the patient’s interest at 
stake, and the end results from the standpoint 
of the patient always, rather than the numbers 
that are to be operated upon or spectacular 
surgery. 


Dr. Thompson, Galveston, Texas.—Dr. McGuire 
has been kind enough to ask the section of surg- 
ery to discuss his paper freely and to criticise it 
thoroughly. I am in thorough accord with Dr. Mc- 
Guire’s views and have listened to his paper with 
a great deal of pleasure. It is one of the most 
unique experiences that has happened to me in 
many years. The paper is so out of the ordinary 
and deals with such important facts that it will 
give all of us food for thought for a long time. 

It is the experience of every surgeon to have 
cases consulting him on whom an operation has 
been performed at some previous time, who are 
absolutely ignorant as to the nature of the opera- 
tion and as to what organs have been removed or 
interfered with. If, say, an operation has been 
performed in the lower abdominal region, they do 
not know whether one or both ovaries have been 
removed. They know nothing about the condition 
of the tubes, nor are they able to tell you definitely 
whether the appendix has been removed or not. 
These cases are extremely difficult to deal with. 
They constitute the flotsam and jetsam of ordi- 
nary surgical practice and the condition of many 
of them is truly deplorable. 


In a large number of cases, it is quite impossi- 
ble to find out the physical condition of these pa- 
tients, because letters addressed to the surgeons 
who have operated upon them are not answered. 
Along this line I will suggest that it would be a 
proper thing to give each patient a concise ac- 
count of the operation that has been performed 
upon them, and to explain in a definite way, what 
has been done so that if the patient consults a 
doctor at any subsequent time, he may know ac- 
curately the anatomical status of his patient, as 
to whether one or both ovaries are present, etc., 
etc. 


Dr. Southgate Leigh, Norfolk, Va.—This is a 
matter in which I have always felt a deep in- 
terest; so much so, that I have read a paper 
very much along the same lines a year ago. 
There is no doubt that it will be to our advan- 
tage, in some ways, to furnish the patients with 
these instructions. But, gentlemen, I want to 
sound a note of warning: The time is coming 
when the surgeon and the general practitioner 
have got to get closer together. (Applause. ) 
And this is not the way to bring them together. 
The surgeon has got to do everything possible to 
uphold the family physician. He has got to do 
everything possible to increase the confidence of 
the patient in the family physician. If he does 
not, he is not going to get the co-operation that 
is necessary. We ought to get the assistance of 
the family physician more and more in making 
our diagnosis, in getting our correct histories; 
and the ideal thing is that when our patients 
leave the hospital, when the treatment is only 
just begun, that that patient ought to be confided, 
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fully and entirely, to the hands of the family phy- 
sician, if he is competent. (Applause.) 

Dr. John T. Moore, Houston, Texas.—I am 
very much pleased, indeed, to have heard this pa- 
per. There is one difficulty that may arise in 
furnishing the patient with these instructions—a 
less intimate relationship between the family doc- 
tor and the surgeon who does the operation. 
That is a very important point and the one that 
I desire to discuss. 

In giving this information and instruction to 
the patient directly, I feel that it would not ac- 
complish the same end as to give them directly 
to the family physician, who will then communi- 
cate them to the patient, and in that way there 
will be a closer established working basis. Now, 
I frequently find that when you give definite in- 
structions to your patient about what he or she 
shall do that the patient goes home and it upsets 
the family doctor entirely, because the surgeon’s 
views do not always coincide with the doctor’s 
views. Now, the family doctor is the one that 
is to take care of the patient, and the doctor ought 
to understand something about what the surgeon 
has done, why he has carried out a certain pro- 
gram, so that the family physician and the sur. 
geon may harmonize their views and carry out 
a general working plan of getting the patient 
well. 

I doubt whether it would be wise to label these 
instructions with any particular disease. These 
might be numbered and the surgeon and the doc- 
tor understand about what is to be given to the 
patient, according to certain operations, but I 
think it is a very dangerous thing to burden pa- 
tients always with all of the work that has been 
done; that the patient ought to know the essential 
things in every operation—what organs have been 
removed—but I do not think it well to tell them 
too much about the details of the operative pro- 


cedure, and I presume it is not Dr. McGuire’s” 


plan to do that. 

I think that this is a very important thing and 
will be a great help in establishing a closer rela- 
tionship between the surgeon and the physician. 
I think the plan in general an excellent one. 

A Member.—One point: The frequency of send- 
ing the patients home, or back to the family phy- 
sician, on the seventh, eighth or ninth day after 
an abdominal section. We have not allowed 
that patient to fairly convalesce; we have not al- 
lowed him to become in a condition where we 
know what diet is going to agree with him, 
whether we are going to have phlebitis flare up, 
as I have seen occur. 

I would like to condemn the habit of sending 
these patients back to the family phvsician at 
such an early date that we are not positive com- 
plications are not going to occur, and with which 
the surgeon is more familiar than the family phy- 
sician. 

Dr. Millikin, Dallas, Texas—Dr. Thompson 
sounded a very important note, I think, in as- 
certaining, if possible. what has been done for 
patients, be it the family physician or the subse- 
quent surgeon who falls heir to the patient. 

I had occasion to look up with the late Dr. 
Bull, of New York, a series of cases, and in that 
day hospitals, as well as individuals. did not keep 
the records of their cases. and I have had only 
recently an opportunity of looking over the rec- 
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ords of Dr. Cateman, of Boston, who is doing a 
very unique work, and the stress that is laid down 
is not why and for what you are going to op- 
erate, but following it and giving the end results 
and following it by the family physician. We 
must follow our cases and have a definite knowl- 
edge of what we have done before we can tell 
the patient what to do. I think that many times 
our patients go away under the impression, as 
Dr. McGuire has so wisely said, that they are well, 
and in too short a time; and I do not think that 
the paper has emphasized too strongly the point 
of following the details of the cases. 

Dr. McGuire Closes.—As the hour is late, I 
will speak very briefly. No one has a greater re- 
spect of the family doctor than I have. I would 
not hurt his feelings for the world. I depend on 
him for my living. I think any one who will 
carefully read my paper will find that I ‘have 
safeguarded his interest. The directions given 
the patient are with reference to his habits of 
life and no suggestions are made with reference 
to medical treatment. He has been told to place 
his case in the hands of his doctor and to apply 
to him for tonics,: hypnotics, laxatives and other 
treatment he may need. If any member of this 
section is interested in the matter and would 
like to have a copy of the various forms I have 
prepared to be used in special groups of patients 
I will be glad to send them to him if he will drop 
me a postal to Richmond giving his name and 
address. If, after reading them or using them, 
any suggestions occur which will help to perfect 
them, I will appreciate criticisms. 


FISTULA-IN-ANO IN A CHILD. 


By S. L. BOCCELLATO, M.D. 
Memphis, Tenn. 


I wish to report a case that I have found un- 
mentioned in the literature so far. The only 
point of interest in this case is the age of the 
patient. The case is only one of a child five 
months old with a blind external fistula-in-ano, 
the opening of which is on the right side just a 
half inch from the anal orifice. 

Tuttle in his book reports the following: Age. 
Fistula may occur at any period from birth to 
very old age, but itis essentially a disease of 
middle life. Quenu and Greffrath state that in 
147 cases only four occurred under the age of 
eleven years. These figures should not be taken 
as conclusive as regards the disease in children. 
The institutions from which these authors ob- 
tained their statistics are not hospitals for chil- 
dren; in fact, children compose a very small pro- 
portion of the patients in either institution, and 
therefore the facts do not properly represent the 
proportion of fistulas in infants. Deran-Borda 
(These de Paris, 1882, No. 233) and E. Vigne 
(These de Paris, 1882, No. 187) have gone into 
this subject thoroughly, and show that their oc- 
currence in children is considerably more fre- 
quent than is ordinarily admitted by surgeons to 
general hospitals. At the Polyclinic Hospital six 


cases of fistula were treated in children under 
five years of age during the past five years. The 
earliest at which it has been seen was one and a 
half years. 
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RAILWAY SURGERY 


MOVABLE KIDNEY —ITS MEDICO- 
LEGAL SIGNIFICANCE.* 


By WALTER W. CRAWFORD, 
B.Se., M.Ph., M.D., F.A.C.S. 
Hattiesburg, Miss. 


An investigation of the literature of 
movable kidney impresses one with the 
fact that although a large number of sur- 
geons have edified the profession with es- 
says on the subject, very few have elab- 
orated it from the standpoint cf trauma. 

When one recalls the fact that a vast 
majority of the cases of so-called trau- 
matic displacement sooner or later, and 
usually sooner, become matters of court 
record, one must be convinced of the im- 
portance of being able to differentiate this 
condition from the usual sources of this 
defect. 

What part, if any, does trauma play 
in these cases? Kelly, in summing up a 
rather exhaustive discussion of the etiol- 
ogy, says: “Movable kidney then seems 
to depend upon a number of predisposing 
and active causes. The predisposing 
causes are especially body form and lax- 
ness of the supporting structures of the 
kidney. The active causes are various 
acute and chronic traumata.” 

Ransahoff thinks trauma is frequently 
the cause of movable kidney. 

On the other hand Guiteras says: “I 
feel that the claims that sudden trauma- 
tism causes movable kidney—such as 
blows on the loins, a fall on the knees, 

. buttocks or perineum, a blow on the tho- 
rax, a sudden muscular strain due to the 
abrupt stopping of a car and other claims 
of a similar nature that are used in suing 
corporations and railway companies—are 
groundless. In all such cases, if the trau- 
matism had been sufficient to displace the 
kidney suddenly, it would have been grave 
enough to have ruptured the vessels or 
the renal pedicle and given rise to a dan- 
gerous hemorrhage, and perhaps sudden 
death.” He says further: “I believe that 


*Read before Southern States Association of 


Railway Surgeons, Auxiliary to the Southern 
Medical Association, Dallas, Tex., Nov. 8-11, 1915. 


persons who suddenly complain of pain 
in the loin after shock, a car accident or 
jar, and in whom a movable kidney is 
found on examination, would have shown 
the presence of such a condition had they 
been examined before the accident; but 
as there was no reason for such an ex- 
amination the presence of movable kidney 
was naturally not known. On the other 
hand, when a movable kidney exists, a 
sudden jar or wrench may give rise to 
renal strangulation and thus bring on 
symptoms that might induce one to be- 
lieve that the mobility had been caused by 
the recent traumatism.” 

Our problem, of course, is to determine 
whether a given case with a history of 
possible injury has been the victim of an 
acute displacement or belongs to the 25% 
or 30% class of women who are found 
under routine examination to have mov- 
able kidney. 

The following case is one of many that 
might be related as indicating that vio- 
lent traumatism does not readily produce 
displacement : 


C, a brakeman, fell from the top of a box car. 
He struck the iron rails over the region of the 
right kidney. There was an abundance of blood 
in his urine for several days. He developed sev- 
eral degrees of fever and some manifestation of 
sepsis. Recovery after a number of weeks of 
illness. No displacement. Diagnosis ruptured 
kidney. 


It is not our purpose to amplify the 
various etiologic factors in the production 
of this condition, but briefly stated it is 
our conviction that the two chiet factors 
are peculiar body form and the absence 
of peri renal fat. 

Wolkow and Delitzen, from cadaver 
studies, first called attention to the two 
para vertebral niches that, under ordinary 
conditions, provide a resting place for 
the kidneys. (Kelly Diseases of the Kid- 
ney, p. 474.) ; 

This niche is not always of proper size 
and abnormality in this respect is a factor 
in displacements. 

Becher and Lenhoff, after making nu- 
merous investigations, made a deduction 
that is regarded by many authorities as 
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being an accurate formula for determin- 
ing by measurement the probable exist- 
ence of movable kidney in any given case. 

The distance from the sternum to the 
pubis is divided by the shortest circum- 
ference of the body and multiplied by 100. 
If the result is seventy-five or less the pa- 
tient will be found to have normally placed 
kidneys. If greater than seventy-five, 
the existence of movable kidney can usu- 
ally be verified. 

In the judgment of the essayist the 
scarcity of peri renal fat is the most pro- 
lific source of displacements. 

Most of the cases of displacement are 
seen among women who are thin. Occa- 
sionally women of this type increase in 
weight as much as twenty or thirty 
pounds, and when they do their kidney 
symptoms not cnly improve, but in many 
instances the mobility entirely disap- 
pears. A patient came to us last week 
for gynecological treatment who had such 
a pronounced displacement of the kidney 
three years ago that her physician had 
urged her to have it anchored. Later she 
gained about twenty-five pounds and at 
present the kidney is free from symptoms 
and is not movable. 

The findings of Blum (Kelly, p. 468) 


that the kidney was movable in‘ thirty-_ 


seven out of one hundred and six chlo- 
rotic and poorly nourished children 
stresses the significance of peri renal fat 
as the important factor in fixing the kid- 
ney. Marked relaxation and the absence 
of fat in these children allows a ptosis 
that in later years may become so pro- 
nounced that it may be and no doubt often 
is interpreted as a congenital condition. 

If traumatism is responsible for any 
given case of mobility there should be 
history of great pain in lumbar region 
and nausea immediately following the in- 
jury. A few hours later there should be 
blood in the urine and extreme tenderness 
over loin, and the kidney should be dis- 
tinctly movable. Even though the patient 
complained of tenderness over loin and 
the kidney was movable, it would lose its 
significance unless at least a small amount 
of blood is found in the urine. 

Care should be taken that a catheter- 
ized specimen is examined before the kid- 
ney is manipulated, as the mild trauma- 
tism incident to palpation may develop a 
trace of blood. 
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The psychic element is a conspicuous 
factor in many of the cases where trauma 
is to be reckoned with. If it so happens 
that a patient who has participated in a 
wreck or had a narrow escape from se- 
rious injury has a previously undiscov- 
ered movable kidney, or if she is made to 
believe that she has one, she can be read- 
ily convinced that the situation is serious. 
She may not wish to exaggerate her symp- 
toms, but as she gets further away from 
the time of the accident the possibilities 
become larger and she is wont to believe 
that a life of hopeless invalidism con- 
fronts her. If she has a husband who is 
of the Wallingford type he sees to it that 
her imagination is abundantly supplied 
with the pabulum best suited to his de- 
signs. 

I recall a case of this type. The pa- 
tient, a rather fleshy woman, was sup- 
posed to have had a dislocated kidney 
from a railroad accident. One physician 
thought he found distinct mobility in the 
kidney: two others were equally positive 
that the condition did not exist. 

The analysis of such a case suggests the 
very pertinent question, Do fat women 
have movable kidney? 

In our experience, with a reasonably 
large gynecological practice, covering a 
period of seventeen years, we do not re- 
call having seen a single case of movable 
kidney in a woman weighing more than 
one hundred and fifty pounds. We do not 
think the condition can be produced by 
trauma in that type of women. If a posi- 
tive diagnosis is established in a corpu- 
lent woman, we believe the history will 
show that at some time during her life she 
has been thin either from natural causes 
or from some iilness like typhoid, and that — 
the mobility was developed then. 

Movable kidney must be differentiated 
from ptosis of the liver, enlarged gall 
bladder, enlarged head of pancreas, from 
tumors of the intestine and especially the 
cecum, and last from hydronephrosis. 

Ptosis of the liver frequently imparts 
the same sensation to the examining fin- 
ger as the kidney, but is larger and is not 
so easily displaced upward. 

In one of our cases the gall bladder was 
enlarged until it reached McBurney’s 
point. It did not have the consistency of 
the kidney nor did it have the gliding mo- 
tion that characterizes movable kidney. 
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Enlargement of the head of the pan- 
creas has the history of an associated 
jaundice and lacks mobility. 

Tumors, especially of the cecum, will 
not recede into the kidney space and do 
not have the pyriform shape of the kid- 
ney. 

Hydronephrosis is usually intermittent 
in character and has a history of occa- 
sional polyuria. 

In palpating the kidney one is often 
able to locate it by having the patient lie 
on the side opposite the suspected displace- 
ment, even though he may have failed 
with the patient on her back or standing. 

Radiographic study may clarify the sit- 
uation in cases of doubtful diagnosis. Be- 
fore the solution is injected into the pel- 
vis of the kidney it is important that the 
patient take a number of deep inspira- 
tions while standing and that the abdo- 
men be not disturbed by palpation. The 
renal pelvis is then filled with a collargol 
solution. By this method the position of 
the kidney, as well as the contents of its 
pelvis, is determined. 

Eisendrath and Keyes have both shown 
that the only danger attending the use of 
collargol solution lies in the over-disten- 
sion of the pelvis or retention of the fluid 
for too long a period. 

Luckett and Friedman, in Annals of 
Surgery in i914, stress the advantage of 
pyelography in diagnosis of ruptured kid- 
ney either associated with or independent 
of displacements. They showed that the 
fluid distributed itself in the lines of 
broken continuity and thus provided a 
bird’s-eye view of the damage done to the 
organ. 

Only a small percentage of movable 
kidneys produce symptoms and require 
any treatment. Of the number who re- 
quire attention many are made quite com- 
fortable with some sort of mechanical 
support. 

The writer’s father, who is a very frail 
man of seventy, has had a second degree 
prolapse of the kidney for a great many 
years. Occasionally it is the source of 
some discomfort. He then adjusts a sim- 
ple pad that he has found more practical 
than those manufactured and wears it for 
a month or two, after which he is free 
from symptoms for a year or two. 

If a movable kidney is the source of 
almost constant pain and tenderness and 


is not relieved by the application of a 
bandage, the case should be given surgi- 
cal attention. If not, the kidney will be- 
come definitely pathological and may 
finally, as a result of the persistent trau- 
matism incident to its mobility, develop 
a chronic nephritis. Dieulafoy says in 
this connection that 14% of the cases of 
movable kidney have albuminuria. 

We have found small islands of degen- 
eration in a number of the cases upon 
which we have operated. All of them, 
however, have been completely relieved 
by the operation. 

Movable kidney in a reasonably large 
number of cases is associated with a gen- 
eral visceroptosis, and under those circum- 
stances its surgical treatment is not at- 
tended with good results. 

Since Kahn in 1881 anchored the first 
kidney there has developed a wide varia- 
tion of technique. 

Our first operation, performed in 1901, 
was after the plan then followed by Goe- 
let. The kidney was drawn up to the 
edges of the wound and two silk worm 
gut sutures were passed through the cor- 
tical substance at a distance of about one 
inch apart. They penetrated to the depth 
of one-quarter inch or more and were 


brought out about one inch from the point: 


of entrance. These sutures passed through 
muscle and skin and were made secure. 
In some instances they were tied over a 
piece of gauze. The doctor might not 
recognize this description of his method, 
but this is the way we did the work. Pa- 
tients were kept absolutely on the back 
for two weeks and were allowed out of 
bed four weeks after the operation. Su- 
tures were removed in two weeks. 

We have 'long since discarded this meth- 
od, but wish to say in its defense that our 
end results were uniformly good. 

For the past ten years we have utilized 
the partial decapsulation method with 
very excellent results. The kidney is de- 
livered upon the back and a three-quarter 
and sometimes complete decapsulation is 
done. Four chromicised cat gut sutures 
are used to attach the capsule to the mus- 
cles of the back. The redundant part of 
fatty capsule is sutured in the lower angle 
of the wound so as to form a cushion for 
the kidney, and later, when the fibrous 
tissue incident to repair has developed, 
this soft, resistant cushion effectually 
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blocks any tendency the kidney might 
have to descend. No drainage is neces- 
sary. 

The distinct advantages of the de- 
capsulation method are: 

1. It improves the condition of the kid- 
ney itself 

(a) By relieving the tension of capsule 
on a kidney that is usually swollen ; and 

(b) Increasing the circulation of the 
kidney. This latter is accomplished by 
the formation of new blood vessels, form- 
ing a direct communication between the 
new bed and the kidney substance. This 
new circulation, we believe, is responsi- 
ble for the disappearance of the pathology 
within the kidney, and certainly has more 
to do with the merits of decapsulation in 
Bright’s disease than the mere relief of 
tension. 

Patients who have had this operation 
should be cautioned not to expect a max- 
imum of result for several months after 
the work has been done. 


DISCUSSION. 


Dr. T. H. Hancock, the President.—Gentlemen, 
you have heard this most excellent paper of Dr. 
Crawford’s on a subject which has interested all 
of us. All of us who have done railway surgery, I 
suppose, have had to defend damage suits on ac- 


count of floating kidney. The discussion is now 


in order. 

Dr. Chas. C. Sims, Moorings Port, La.—In the 
complications [ did not hear the doctor mention 
wandering spleen as one of the complicating or- 
gans that we often come in contact with. 

In my surgical work I had once an abdominal 
tumor that none of us could make out, and we 
found it to be the spleen, with a long pedicle to 
it, way down in the lower abdomen; so it is well 
to remember that the spleen is one of the com- 
plicating tumors where floating kidney is found, 
sometimes. 

Dr. Frank L. Watson, McAlester, Okla.—The 
doctor brought out very nicely the features of 
a traumatic kidney, stating that in the event of 
a movable or floating kidney that we would have 
hemorrhage, etc., which, on a moment’s reflec- 
tion, is apparent to us all. 

One feature of diagnosis (I do not know 
whether it is mentioned by the text-books on 
diagnosis or not), but following an injury, where 
floating kidney is suspected, I have discovered 
on two occasions that, on examining the patients 
in the recumbent position, the hand placed on 
the right or left umbilical region, the patient is 
asked to sit up upon the table, if you just raise 
him up in a sitting position, when the kidney 
falls from its location, that it seeks in the re- 
cumbent position, that it assumes in its floating 
position, when the patient is upright you get 
the sensation of ballottement. 

He said the convalescence was slow following 


SOUTHERN MEDICAL JOURNAL 


his operations for fixation of the kidney. An in- 
stance occurred in 1914 on the Rock Island rail- 
road. The peculiar part of it was that both the 
patients were Indians. One occurred one morn- 
ing, the other on the succeeding morning, each 
injury inflicted by the train of the same number. 
In each instance it was a left kidney that was 
nephrectomized. The Indians had been imbib- 
ing too freely, and following injury they were 
brought to the hospital. The first one had the 
kidney completely macerated; nothing left of it. 
It did not injure the renal vessels, so we ligated 
them and closed the wound with drainage, and 
his convalescence was undisturbed. 

The second one, who, on the succeeding morn- 
ing, also had the left kidney eneucleated and 
damaged in the lower part, only had a nephrec- 
tomy completed for him, and he, in contradis- 
tinction to the other one, had a stormy conva- 
lescence, showing that he must not have had a 
normal functionation of the opposite kidney, and 
he had all of the attendant sequelae that we 
have seen where a kidney has been removed 
without first testing the functioning power of the 
opposite kidney. 

These are actual conditions. Any of us might 
tomorrow, come in contact with a condition of 
that kind, and it gives to you the actual experi- 
ence of two cases occurring close together where 
one was absolutely uninterrupted in its recovery 
and the other one was attended with all the dan- 
gerous sequelae concomitant with traumatic ne- 
phrectomy. 


Dr. J. A. Crisler, Memphis, Tenn.—I have seen 
quite a number of patients wearing a truss for 
the purpose of retaining a kidney in place and 
most of these, as mentioned by Dr. Crawford, 
gave some relief. It has always been impossible 
for me to understand how relief can be given 
in these cases by the aid of a truss. If you will 
consider that the anterior abdominal wall is sub- 
ject to motion with each muscular contraction 
and with each position of the body, you will get 
the idea that I wish to convey. In other words, 
it looks impossible to place a truss on the an- 
terior abdominal wall for the purpose of holding 
up a kidney and expect it to do so without pro- 
ducing a pressure necrosis. The kidney will be 
sure to sag around the truss and get down below 
it. The same thing holds true in cases of pessa- 
ries ,used for the purpose of holding the uterus 
in position. They are both mechanical impos- 
sibilities. 

Seven years ago I devised an operation, which 
can be seen in the literature, for anchoring mov- 
able kidneys, which has proven entirely satis- 
factory in my hands in every case. I might inci- 
dentally mention that in this operation along 
with other features I advised the divulsion of 
the old original kidney fossa that has been ob- 
literated. For this purpose I insert my fist in 
the wound and carry it up under the diaphragm 
and over the liver and use sufficient pressure to 
push the diaphragm and liver away from the 
former kidney fossa so as to make a sufficient 
bed in which to anchor the kidney, and to give 
it the necessary room. The other part of the 
technique is too extensive to be given in this dis- 
cussion. I enjoyed Dr. Crawford’s paper very 
much. 
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Dr. Bacon Saunders, Fort Worth, Texas.—I 
want to say a few things about this paper. I am 
exceedingly glad the doctor wrote it and hope 
every one heard it. I am afraid that they did not, 
however, the acoustics of the room is so poor. 


Movable kidneys,—traumatic, especially, are 
very much like traumatic ruptures; they are few 
and far between, and when they do occur, you 
have a case that tells a clinical tale, just as the 
doctor has described. As in genuine traumatic 
ruptures you have a definite clinical story, so in 
the rare cases of movable kidney due to trauma- 
tism. One of the greatest difficulties confronting 
us in this question is the large number of women 
who have movable kidneys from various causes 
not traumatic in nature and the frequency with 
which their medical advisors, for various reasons 
satisfactory to themselves, I suppose, make a 
great bugaboo of this generally harmless condi- 
tion. I have seen them with floating kidney thirty 
years ago, and they have been happy ever since 
and have had several babies, and did not know 
they had a movable kidney. 

I think a doctor does the woman harm if he 
accidentally finds just a movable kidney and tells 
her about it unless it is causing unmistakable 
symptoms and that is very rarely indeed the case. 
If you once mention “float” she thinks it is mov- 
ing around like a cork in a bath tub; so don’t tell 
he she has it. If ali of us doctors could know 
when we are examining women, and men, too, for 
that matter, that they have a movable kidney, 
and say nothing about it, and especially if we ex- 
amine a woman with recent traumatism who has 
simply a movable kidney and no other symptoms, 
if we did not aggravate her symptoms by telling 
her she had a movable kidney, when the accident 
had nothing to do wit it, the woman would be 
much better off. : 

I have had lacerations of the kidneys, some I 
had to remove, and have never seen a movable 
kidney follow one of those injuries. Have seen 
them have hemorrhages for days, where the kid- 
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ney was lacerated; it was injured but not follow- 
ed by a movable kidney. 

I am from “Missouri” on the question of trau- 
matism causing “floating” kidney, except possibly 
in rare cases where there are well defined symp- 
toms as a direct sequence to the injury just as in 
cases of supposed traumatic hernia that gives no 
special symptoms and does not appear manifest 
for three or four weeks after the injury. I think 
the woman with a movable kidney and also most 
individuals who developed hernia after slight in- 
jury really had it before and had never had their 
attention called to it. 

The paper is an exceedingly important one from 
this point of view. Separate the idea of trauma- 
tism from the great majority of movable kidneys 
that we have, and it will be much nearer the 
truth. 

I thank you very much. 

Dr. Crawford Closes.—In regard to the psychic 
side of the treatment of movable kidney. May I 
say that if the adjustment of a comfortable pad 
or mechanical contrivance of any kind relieves 
the mental state of the individual who has this 
condition it has accomplished its purpose, whether 
or not it does, in any sense, limit the inability of 
the kidney. We know that not one-tenth of 
those who have movable kidney ever have any 
symptoms that we could directly refer to the kid- 
ney itself, and, as I said, if we are fortunate 
enough to have impressed that individual that we 
are doing something tor him or her, we have 
done all that is necessary. It is very much sim- 
pler than having to subject them to an opera- 
tion. 

Further, in emphasizing what Dr. Saunders has 
said in regard to a traumatic rupture in connec- 
tion with these cases: a patient who has had a 
traumatic rupture of the kidney ought to have 
a more firmly fixed kidney unless the damage 
done to its structure is so great as to necessitate 
a nephrectomy. The formation of fibrous tissue 
incident to the trauma gives the kidney added 
fixation. 
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CONGENITAL CATARACT—HEREDI- 
TARY INFLUENCES.* 


By Rosa H. GANTT, M.D., 
Spartanburg, S. C. 


Etiology of cataract is easy to de- 
termine where the cataract is due to gen- 
eral disease, as diabetic cataract or cata- 
ract due to nephritis. In dealing with 
senile cataract we know that it occurs in 
old people, not making its appearance usu- 
ally till after the fiftieth year of life; and 
we have come to attribute it to the effect 
of age, regarding it as a physical change, 
such as getting gray, becoming presby- 
opic, etc. 

However, in dealing with congential cat- 
aract we are at a loss to account for its 
etiology further than saying that it is 
some disturbance of the development, or 
an intra-uterine inflammation of the eye. 
The profession recognizes the fact that 
heredity makes its influence felt in non- 
congenital and in senile cataract, and there 
are those who believe that congenital cat- 
aract is due to an inherited tendency, just 
as are myopia or mental deficiency. 


It was the discovery of a family in which — 


there were three sisters blind with con- 
genital cataract, and the history of a first 
cousin in the same condition, that directed 
my attention to the hereditary theory. It 
was emphasized by the fact that two of the 
children were twins. The family history, 
though vague, evidenced cataract in pre- 
ceding generations. Incidentally it devel- 
oped that among the immediate relatives 
there had been born eight pairs of twins. 
Other cases giving histories of hereditary 
tendency to cataract came under my ob- 
servation when I began to look for them. 
My attention was drawn to the fact that 
Dr. John L. Dickey, of Wheeling, W. Va., 
had, as far back as 1896, called attention 
to a cataractous family; in 1898 another 
and in 1899 a third. Dr. Brazear report- 
ed cases in 1913, and Dr. Campbell, of St. 
Louis, reported in 1913 seven or more in 
the same family, all developing cataract 
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between the ages of twenty-five and thir- 
ty-five. In corresponding with Dr. Mun- 
sey, of the Eugenics Record office, upon 
this subject, she reported to me a family 
in which there were twenty-seven cases 
in four generations, and another of eight 
cases in three generations. Other re- 
ported families were brought to my atten- 
tion. 

All further effort on my part to 
gather statistics came to an end when I 
found that in 1908 Dr. Clarence Loeb, of 
St. Louis, Mo., in discussing ‘Hereditary 
Blindness and its Prevention” before the 
American Academy of Opthalmology and 
Oto-Laryngology, had collected the result 
of researches of one hundred and four au- 
thorities, showing in the aggregate three 
families in which both parents were af- 
fected with congenital cataract, with 60% 
of their children affected: three hundred 
and four families with one parent affected, 
with one thousand and twelve children, of 
whom five hundred and eighty-nine, or 
58%, were cataractous. Dr. Loeb further 
reported 61.8% cataractous among col- 
lateral relatives. 

We recognize the hereditary transmis- 
sion of parental characteristics in the 
shape and anomalies of the eye as a fact 
daily brought to our notice. We have all 
noticed that children of astigmatic parents 
are liable to be astigmatic, the same ap- 
plying to myopia. 

Statistics show 58% of the children of 
cataractous parents to be cataractous, 
while the percentage of affected of normal 
parents is small. When our observations 
show a tendency to cataract to prevail in 
certain families the mind is forced to the 
conclusion that there is some strong rela: . 
tion between heredity and cataract. 

The fact that cataractous parents may 
have apparently normal children offers no 
proof against the influence of heredity, 
because such a con “ition is in full accord 
with the known la: . of hereditary trans- 
mission. It is not necessary in order to 
accord with the Mendelian law thatadefect 
will appear constantly in all progeny. The 
essentials of Mendelian principles are: first, 
that the properties of organisms are due 
to distin t, detachable elements, separately 
transmitted in heredity; and second, that 
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the parent can not transmit to an offspring 
an element which that parent does not 
possess. As applied to the defect of cat- 
aract, the cataract is due to a distinct ele- 
ment, and no parent not possessed of the 
cataractous element is able to transmit 
the defect. Again, we all know that in 
animal and vegetable life each germ, cell, 
or ovum, arises from the union of two 
germ cells in fertilization, and it follows 
that resulting cells are formed by the 
union of two cells, and that the presence 
or absence of a characteristic or a defect 
depends upon whether the union is be- 
tween affected, between disaffected, or be- 
tween affected and disaffected cells. The 
union of affected cells forms a cell with 
characteristics of the affected. The union 
of disaffected cells gives a new cell with 
characteristics of the disaffected. The af- 
fected, when joined, have no power to 
transmit other than their kind. The union 
of disaffected germs or cells can not trans- 
mit a defect. It is the principle that the 
presence or absence of characteristics de- 
pends upon the purity of the germ cells 
transmitted to the progeny and the further 
principle of the production of germ cells 
in proportion of purity or affection of 
parent cells as announced by Mendel, 
which has been fully confirmed. 

When the union of the parent cells is 
between those of similar characteristics 
the problem is simple, for like produces 
like. When the union, however, is_ be- 
tween parent cells of dissimilar character- 
istics, the resulting cells will be heterozy- 
gous in character, will possess the power 
to transmit the characteristics of either 
of the parent cells, upon proper union, 
and will itself possess the characteristics 
of either one or the other of its parents, 
. ‘he characteristic that it possesses will be 
the dominant characteristic, and the char- 
acteristic that recedés from view with the 
union is inheritable, but is recessive in 
character. 


The result of unioi, therefore, of germs 
of dissimilar characteristics is a new germ 
possessed of the dominant characteristic, 
but also possessed of the power to trans- 
mit both dominant and recessive charac- 
teristics to its offsprings. 


__All inheritable defects are transmitted, 
if in accordance with the Mendelian law, 
in equal proportions, and transmitted 


267 


either as a dominant or a recessive char- 
acteristic. 

It has been stated that congenital cat- 
aract is transmitted as a dominant charac- 
teristic. If this is true, the question 
arises, how does it dominate? As a posi- 
tive apparent cataract? Or as an inher- 
ited tendency to inflammation of the eye 
with attendant opacity of the lens? If 
dominating as a positive apparent cata- 
ract, its positive appearance should be 
manifest in the eyes of succeeding gen- 
erations. If it is the tendency to inflam- 
mation that is the dominant factor, a cat- 
aractous parent might produce a hetero- 
zygous offspring, normal to all appear- 
ances, yet with latent power to develop 
and transmit cataract, apparently setting 
at naught the salient difference between 
dominant and recessive characteristics. 

If the premise that a cataract is the 
sequel of an inflammation is correct, other 
factors enter into the determination of its 
transmission. The tendency to develop an 
inflammation, plus the conditions under 
which inflammation develops, are the fac- 
tors. The conditions for the development 
of the inflammation may not arise in utero, 
and congenital cataract may not appear, 
or conditions may arise in early manhood 
and produce a pre-senile cataract, or in 
later years result in the production of a 
senile cataract. We recognize this prin- 
ciple in the transmission of tuberculosis; 
why not apply it to the transmission of 
cataract? The time at which the cataract 
appears in the life of the individual causes 
us to denominate it as congenital, pre- 
senile or senile. Why can not we recog- 
nize the truth that they are all dominated 
by the same hereditary tendency, the same 
hereditary influence, but different only in 
point of time, because of the absence of 
pathological conditions suitable for their 
development and appearance? 

Again the problem as to hereditary in- 
fluence in cataract is further complicated 
by the truth that the descent of abnor- 
malities are in some cases limited wholly 
or in part by sex. It is stated as a fact 
that color blindness affects males with 
much more frequency than females. Nor- 
mal women transmit the affection to their 
sons, but it is rarely if ever transmitted 
by the fathers. It is established that sons 
of color blind males do not inherit the ab- 
normality, and therefore do not transmit 
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the animal kingdoms. 
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it. The daughters of color blind fathers 
inherit it, though it does not appear in 
them, and they apparently have the power 
to transmit it to their sons. Sons of color 
blind women will all be color blind. The 
same system of sex limitations is ap- 
parent in one form of nystagmus, in optic 
atrophy the males are affected and can 
transmit the disease; the women transmit 
the disease, but rarely develop it. Again 
in dealing with hereditary tendencies in 
the eye, we deal with four parental eyes, 
often of varying characteristics, shape, 
visual power, etc. We deal with them 
under fixed hereditary laws, but under 
laws that seem to vary as to defects and 
tendencies. We gather our data and in- 
formation from unwilling witnesses of 
hereditary taint. It is, therefore, not sur- 
prising that more accurate knowledge has 
not been obtained. 

It is generally stated that twelve forms 
of blindness are distinctly characterized 
by the property of hereditary transmis- 
sion. If this is true congenital cataract 
has plenty of company in its hereditary 
transmission. 

Observations by eugenists further re- 
veal that feeble-mindedness, epilepsy and 
nystagmus are prevalent in those families 


in which congential cataract develops. It 


is impossible as yet to say whether these 
traits are associated or whether they are 
unit characteristics, just as it was impos- 
sible for me to say in the case that came 
under my observation whether the twin- 
ning came from the same or from a sep- 
arate determiner as the eye troubles. In 
fact, observation of sporadic cases will 
never definitely determine anything except 
that we suspect that congenital cataract 
is influenced by heredity. 

Scientific and persistent observation in 
medicine has established beyond question 
the transmission of syphilis, epilepsy, in- 
sanity and imbecility, and the hereditary 
tendency to other diseases. 

Establish the truth that congenital cat- 
aract is hereditary, and the proposition 
follows as an axiom that it is transmitted 
according to a fixed hereditary law, for 
the laws of nature are fixed. Recognition 
of the Mendelian law has given rise to 
the science of eugenics, and while the 
youngest of recognized sciences, it is daily 
performing wonders in the vegetable and 
We see the wizard 
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Burbank changing the thorny cactus into 
food for stock, the marguerite into the 
beautiful Shasta daisy; a South Carolina: 
farmer has changed the fleecy white sta- 
ple of the Southern fields into brown and 
green. The cattle men of Texas have 
shortened the horns of the Texas steer 
and shortened and broadened his body. 
The enlightened commonwealths have 
called this knowledge to their aid in solv- 
ing the problem of the insane, the peda- 
gogue in. dealing with the feeble minded, 
and the judge in determining and deal- 
ing with the youth with inherited crim- 
inal tendencies. 

If congenital cataract is propagated ac- 
cording to the Mendelian law the profes- 
sion should know it and be able to estab- 
lish the fact beyond question. We should 
know the exact nature of this defect. We 
should know its origin; we should know 
its mode of transmission; we should know 
its variability within the group, and we 
should know its relations to any other pe- 
culiarity which the affected individual 
may show. 

Sporadic effort can accomplish little, 
for the establishment of hereditary laws 
involves the consistent accumulation of 
data, the careful collection of family his- 
tories and the tabulation of results of 
skilled eugenists. Such accurate modern 
methods as are used by life insurance com- 
panies to compile mortuary tables must be 
adopted to discover statistical truth. If 
statistical truth is established, funda- 
mental laws of heredity will follow. The 
truth and the law having been established, 
remedies will follow. ; 

Behind the knowledge thus obtained may 
be a complete reform in the methods of 
caring for the blind of the nation, and 
great steps taken in preventive medicine 
in dealing with those of defective vision. 


THE RELATION OF SYSTEMIC CON- 
DITIONS TO OCULAR DISEASES.* 


By JOHN O. MCREYNOLDS, 
M.Sc., LL.D., M.D., F.A.C.S. 
Dallas, Texas. 


In attempting to present a paper before 
a body of experienced ophthalmologists, 


*Read in Bye, Ear, Nose and Throat Section, 
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I am fully conscious of the extreme dif- 
ficulties involved, and it is only my confi- 
dence in your sympathetic indulgence that 
eo me in this very hazardous 
ask. 

We are all familiar with the exhaus- 
tive researches in this field during the 
last quarter of a century, and we appre- 
ciate the fact that a very incomplete sur- 
vey of the subject would more than con- 
sume the entire time of our Section. A 
mere catalogue of the hundreds of impor- 
tant general diseases and various local 
affections associated with definite ocular 
changes would carry us far beyond the 
limits of time allotted to this paper, and 
hence my only purpose today would be to 
offer a few practical observations that 
have impressed me in my own personal 
experience. 

The value of such conferences of med- 
ical men as we are enjoying today de- 
pends not alone upon the presentation of 
the finished product of original research, 
but also upon the interchange of views 
with regard to the field of study most in 
need of laborers and the cardinal veins 
of truth that point the way to the deeper 
and richer mines of knowledge still unre- 
vealed or undeveloped. 

A frank and honest announcement of 
a real difficulty, a genuine problem to be 
solved, may become an incentive to the 
investigating genius of many and thus 
lead to positive results of great value. 

Then may we ask ourselves the ques- 
tion: “Where is our professional equip- 
ment most deficient? Where do we really 
find ourselves drifting upon the sea of 
doubt?” I am sure that a little reflection 


would lead us all to the same conclusion. 


It is certainiy not in the accurate de- 
tails of operative technique, for these are 
attractive, obvious and easily understood. 
It is not in the methods of examination 
of the different anatomical structures 
strictly within our own field, because 
every refinement of mechanical contriv- 
ance has been brought into requisition. 
Ophthalmology is the oldest of all the 
specialties and it is certainly upon the 
most scientific foundation, but, judging 
from my own experience and observation, 
I am convinced that our most urgent need 
is in that ever-widening domain of the 
relationship of systemic conditions to oc- 
ular diseases. 
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Some phases of this subject have been 
very thoroughly developed and this is espe- 
cially true of the relation of neurology to 
ophthalmology. The very nature of neu- 
rology invites an accurate analysis and 
definite localization of lesions. The neu- 
rologists like Charcot, Gower, Horsley, 
Ferrier and Hughlings Jackson and others 
have been masters of ophthalmoscopy, an 
accomplishment which has received scant 
attention at the hands of physicians and 
surgeons in general. 

As a result we have acquired some very 
exact knowledge concerning the ocular 
changes associated with such intracranial 
affections as tumor, abscess, hemorrhage, 
embolism, thrombosis, meningitis, insan- 
ity, anaemia, hyperaemia, encephalitis, 
cortical and basilar lesions, bulbar pa- 
ralysis and ailied diseases. And also the 
well established affections of the cord and 
nerves like tabes dorsalis and multiple 
neuritis and the long list of functional 
disorders like hysteria, neurasthenia, mi- 
graine and scintillating scotoma, chorea 
and other neuroses. 

The dermatologist likewise has been 
able to give us a very positive diagnosis 
as to the. various cutaneous affections as 
erysipelas, eczema, herpes, lupus and 
luetic eruptions. More recently the rela- 
tion of diseases of the accessory sinuses 
to the eye has been greatly simplified by 
the judicious assistance of the X-ray. 
One of the most thoroughly developed 
influences upon the eye is that of dis- 
turbed function of the kidneys and liver 
as shown in the retinitis albuminurica 
and diabetica, together with such consti- 
tutional states as Basedow’s disease, 
myxoedema, leukaemia and haemophilia. 

The various infectious diseases like sep- 
ticaemia, pyaemia, rheumatism, endo- 
carditis, measles, scarlatina, smallpox, pel- 
lagra, malaria, tuberculosis and syphilis 
are all definite maladies and the ocular 
changes have been systematically recorded 
and carefully investigated. 

Within the last few years an enormous 
amount of experience has been collected 
to demonstrate the very marked influence 
which diseased teeth and other oral affec- 
tions have exerted upon the integrity of 
the eyes. So impressed have I been with 
the importance of this factor that I find 
myself investigating the condition of the 
teeth in every case of serious ocular trou- 
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ble. Indeed, « have sometimes been as- 
tounded at the rapidity with which some 
grave diseases of the eyes, particularly 
certain types of uveal inflammation, would 
clear up only when the correct attention 
was given to the teeth. 


The importance of the tonsil as an ave- 
nue of infection has attained rather 
startling proportions, and while this gland 
is doubtless responsible for a vast variety 
of affections, it is necessary to use some 
precaution not to give the patient too 
positive assurance that its removal will 
bring them the desired relief. I trust 
that you will pardon me if I seem to em- 
phasize this fact unduly, because I can see 
the possibility of harm to the patient and 
to the profession by a reckless attitude 
on this subject. I am in the habit of 
making a complete tonsillectomy in every 
case in which T make any kind of opera- 
tion on the tonsil, because it is altogether 
more satisfactory to the patient and to 
the surgeon, although 1 am disposed to 
the belief that it is especially the sub- 
merged upper two-thirds of the gland that 
is prone to give rise to toxic phenomena. 


I feel that the recognition of the role 
of diseased tonsils in the production of 
the various toxaemias is one of the most 
signal contributions to modern medicine 
and surgery. The evidence establishes 
the conclusion that the effects of these 
toxins vary exceedingly and we have not 
yet arrived at a complete understanding 
of their scope. It becomes a problem, 
therefore, to determine more definitely 
than is possible today the exact patholog- 
ical changes in the eye which may be rea- 
sonably anticipated from certain types 
of tonsillar disease. I am quite confident 
that the toxic manifestations will vary 
with the extent of absorption and possibly 
also with the character of toxin which is 
not necessarily identical in all cases. Some 
of these toxins may be found to have a 
special affinity for nerve tissue and hence 
will tend to produce some form of true 
optic neuritis or even a functional dis- 
turbance in vision. The uveal tract also 
is especially iiable to suffer from any 
form cf slowly progressing toxaemia. 
One of the most distressing ocular con- 
ditions not associated with diminished 
visual acuity is asthenopia, due to tox- 
aemia and affecting the energy of the ex- 


SOUTHERN MEDICAL JOURNAL 


trinsic and intrinsic ocular muscles and 
the nerves supplying them. 

We may not be able in every case to 
detect the source of infection, and indeed 
Wwe must recognize that there may co- 
exist more than one source-and more than 
one character of infection tending to es- 
tablish a given train of manifestations. 
Our duty, then, would be to use every en- 
deavor to prevent absorption of toxins 
from all of these different sources and sup- 
plement these measures by judicious elim- 
ination in a general way without waiting 
for thet complete knowledge which may 
be kept in store for future generations. 


DISCUSSION. 

Dr. Homer Dupuy, New Orleans, La.—I shall 
limit my remarks to the accessory sinuses. Some 
years ago, in co-operation with Dr. H. D. Bruns, 
of New Orleans, I carried on a series of clinical 
investigations with regard to the influences of 
sinus affections on diseases of the eye. I report- 
ed my conclusions before the Louisiana State 
Medical Society. Briefly stated, tney were: 

1. The mere obstruction of the outlets of one 
or more of the nasal accessory sinus outlets, 
without an associated sinus inflammation, did not 
cause apparent eye troubles. 

2. It was only the suppurative forms of sinus 
affections which had actually led to inflamma. 
tory ocular disturbances. 

These conclusions have suffered no change by 
a more extended experience. When irido-cyclitis, 
or vitreous opacities, or optic neuritis, or neuro- 
retinitis, or other serious eye diseases are the 
result of some sinus affection, pus is invariably 
present in the offending sinus. No mere stenosis 
of the outlets can bring about the. lesions re- 
ferred to. : 

Dr. D. W. White, Tulsa, Okla.—It was a great 
pleasure to hear Dr. McReynolds open up this 
subject. I feel that it is being neglected in every 
way. I may remark about one case in which a 
man had a choroiditis. There had been a Was- 
sermann made and a blood count, but outside of 
that there was no other examination. So finally 
I had a metabolism made, and, to my great sur- 
prise, found a colon condition. After the colon 
condition was treated, the man’s vision was 
finally restored. When he came to see us in the 
first place all he had was light perception, and 
six weeks later he could read a large print. This 
is only one of the many cases in which we had 
success with systemic treatment, and I trust that 
Dr. McReynolds’ paper will open up a big field 
and let us do some of the work, and don’t let 
those cases go on to blindness when you can 
secure laboratory examination and secure a true 
diagnosis and effect a cure in many hopeless 
cases. 

Dr. Robert E. Moss, San Antonio, Texas.—I 
wish to report a case where there was a chronic 
neuritis of right shoulder and arm, seemingly 
caused by pyorrhea of tonsillar crypts. 

The patient, a highly educated lawyer, was 
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brought to me by his brother, one of our up-to- 
date physicians, to have me examine his tonsillar 
crypts. We have not been associating in our 
minds the streptococcus as a cause of neuritis 
but syphilis, therefore I examined his optic 
nerves and found a very decided optic neuritis, 
also, much to the surprise of the patient, the 
vision of the right eye was reduced to 20-100 
and the left eye to 20-30. He was very positive 
about not having had syphilis. The Wassermann 
was negative; therefore, I presume his neuritis 
was due to the streptococcus. 

Dr. J. H. Barnes, Enid, Okla.—I want to report 
a case of severe plastic iritis which was caused 
by the condition of the teeth. This case was 
treated some six weeks for plastic iritis which 
had no vision at all, owing to the plastic condi- 
tion; impossible to keep the pupil dilated so as 
to keep down the adhesions to the lens. The his- 
tory of this case was that for several years he 
had recurrent iritis. It was not treated, but at 


271 


this time it was much severer. The patient stated 
to me that he had used before just simply some 
boric solution dropped into the eye, and after a 
few days it would always clear up the condition, 
but this time the eye which was treated by him- 
self for four weeks had done no good at all. I 
had treated this case for more than one 
month and advised him in the first instance to 
have his teeth cleaned up, and when I insisted 
upon his having his pyorrhea treated and his 
teeth cleaned after one month’s treatment, he 
consented to have this done. In ten days’ time 
it began to clear up and, to my surprise, the ad- 
hesions let loose under the treatment of atropin 
and as I say in ten days the vision returned 
normal, and now it has been four or five 
months and he has had no recurrence of his 
trouble. There is one condition that illustrates 
the doctor’s paper very forcibly that I have over- 
looked. It is the condition of the teeth in all of 
those ocular troubles. 
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EDITORIAL DEPARTMENT 


MEDICAL PREPAREDNESS FOR 
NATIONAL DEFENSE. 


Preparedness for national defense is the 
most absorbing topic of the day. In every 
newspaper and magazine we see discussed 
various plans for increasing the army and 
navy and otherwise strengthening our na-. 
tional defense. A number of bills have 
been drawn and are now pending in Con- 
gress with that end in view, while, accord- 
ing to reports in the papers, others are be- 
ing prepared and will be introduced as sub- 
stitutes for some of those now on the Sen- 
ate and House calendar. But little, how- 
ever, has reached the lay press regarding 
the most important phase of the prepared- 
ness question, i. e., the provisions for pro- 
tecting the citizens of the United States 
who may enter the army as regulars, or as 
national guardsmen, against the diseases 
which have killed more soldiers than the 
shot and shell of their enemies. Mortality 
records from our Civil war and the Span- 
ish-American war show the crime of med- 
ical unpreparedness in our military system 
and it is hoped that our country will profit 
by its mistakes in those conflicts. 

The horrible mistakes, and the inexcus- 
able deaths of many patriotic American 
citizens from infectious and contagious 
diseases during the Spanish-American 
war are still fresh in our memory. More 
American soldiers were killed (2,192) and 
wounded (21,000) by typhoid fever alone 
than from Spanish bullets, not to mention 
the thousands who were ill, and the hun- 
dreds who died, of malaria, yellow fever 
and other tropical diseases during the in- 
vasion of Cuba. Surely our statesmen in 
Congress and in the Senate will remember 
our experience of 1898, and in enacting 
legislation for increasing the size of our 
army they will provide for an adequate in- 
crease in the number of medical officers. 
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While there was inexcusable loss of life 
from disease in the Spanish-American war 
it was the most beneficent conflict in the 
history of man; because out of it resulted 
discoveries and methods in sanitation that 
will save more lives than have been lost in 
all the wars in all the centuries that have 
passed. The United States Army Com- 
mission for the Study and Prevention of 
Yellow Fever, consisting of that great trio 
of immortals, Reed, Carroll and Lazear, 
by proving the mosquito transmission of 
that most dreaded of all tropical diseases, 
performed one of the greatest services 
ever rendered mankind. This discovery 
by United States Army surgeons has saved 
thousands of lives and has done more for 
the development of the tropics, and also 
for our Southern ports, than any other 
contribution to science from any source. 


The Spanish-American war also devel- 
oped the greatest sanitarian in the history 
of the world. The work of Gorgas, an 
Army surgeon, and his associates in devis- 
ing and applying the methods for the pre- 
vention of yellow fever and malaria, based 
upon the mosquito transmission of those 
diseases, is one of the brightest pages in 
American history. For the first time in a 
century Havana was freed from yellow 
fever and malaria and our Gulf and At- 
lantic cities are forever relieved of the fear 
of the dangers and horrors of epidemics 
of the dreaded “yellow jack”. Ex-Presi- 
dent Taft said that the completion of the 
Panama Canal, the greatest industrial 
undertaking in the history of the world, 
was directly due to the work of the sani- 
tary corps under Gorgas. 


Indeed the record of the United States 
Army surgeons in the Spanish-American 
war was one of wonderful achievement. 
The unnecessary loss of life from disease 
by the American troops was due to placing 
untrained civil surgeons in charge of the 
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camp sanitation of volunteer troops and 
to general medical unpreparedness. 

It is most fortunate, at this time when 
military preparedness is being considered, 
that the greatest sanitary genius of the 
age is Surgeon-General of the United 
States Army and that his wisdom and ex- 
perience can be utilized in shaping legisla- 
tion for an adequate medical department 
of our military establishment. Be it said 
to the credit of the Committees on Mili- 
tary Affairs in the United States Senate 
and Congress, they are endeavoring to act 
on the advice of Surgeon-General Gorgas. 
He was called before their committees and 
testified as to the best methods to increase 
the efficiency of the army medical corps 
and presented an outline of a bill which 
would carry his recommendations into ef- 
fect.* General Gorgas recommended seven 
medical officers per thousand of troops. 
The number now is five per thousand 
which is inadequate even in time of peace. 
General Gorgas made other recommenda- 
tions that are of great importance but 
which cannot be discussed in a brief edi- 
torial. Congress should act upon the ad- 
vice of the one man best prepared to know 
the methods for preventing disease among 
our troops and who is best informed as to 
what is needed for the adequate care of 
the wounded in battle. 

It is the duty of physicians and sur- 
geons to take an active interest in legisla- 
tion for medical preparedness in the 
United States army. Most of us would 
feel called upon to serve in the event of 
war and but few physicians or surgeons 
have had any sanitary or military train- 
ing. It is imperative that Congress pro- 
vide a sufficient number of trained mili- 
tary surgeons to train the Medical Reserve 
Corps and the medical officers in our Na- 


tional Guard to be available for immediate 

*Hearings before the Committee on Military 
Affairs of the United States Senate, Part 14, pp. 
703-710. 
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service at any moment war should be de- 
clared. Perhaps we can best serve our 
country at this time by writing to our 
Congressmen and Senators urging them 
to support the legislation as recommended 
by Surgeon-General Gorgas for increasing 
the efficiency of the Medical Corps of the 
United States Army. 


THE PELLAGRA SITUATION IN 
MISSISSIPPI. 


The Mississippi State Board of Health 
published in December a report on the 
prevalence of pellagra in Mississippi and 
outlined measures for a state campaign 
against that disease. In this report Dr. 
F. L. Watkins, Deputy State Registrar of 
Vital Statistics in Mississippi, presented a 
statistical report of pellagra in that state 
which is a model of concentrated informa- 
tion, and his comments thereon are logical 
and his suggestions practical.| The Mis- 
sissippi State Board of Healtlt unreserv- 


edly accepts the Goldberger theory that 
“pellagra is not a communicable disease, | 


but that it is essentially of dietary origin,” 
In support of this position the board men- 
tions that no man in the army or navy or 
marine corps of the United States ever de- 
veloped a case of pellagra “who did not 
have it at the time of or before enlist- 
ment.” It also mentions Lavinder’s state- 
ment to the same effect concerning the 
Italian army. All these bodies of men, 
many of whom come from pellagra dis- 
tricts, are amply fed on a ration whose 
‘ nutritive elements are scientifically pro- 
portioned to promote and sustain health 
metabolism. The board infers that if a 
properly balanced diet is all that is needed 
to protect people against pellagra it should 
be an easy matter for Mississippi to ac- 
complish that most desirable consumma- 
tion, and refers to an instance within her 
own boundaries that seems to the board 
conclusive. 


\ 


In two orphanages in Jack- . 
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son there were, in 1914, 209 cases. In 
1915 the inmates were fed on a properly 
balanced diet and there was only one re- 
currence. It is not necessary to incur the 
expense of fresh meats for the purpose, as 
the free use of legumes will answer every 
end and an abundant supply could easily 
be raised in the state. The statistics offer- 
ed reveal a serious amount of pellagra in 
all of the eighty counties. In 1914 the: 
number of cases reported was 10,954. In 
1915 reports indicated an increase of 47 
per cent., or about 15,000 cases. Dr. Wat- 
kins thinks that this increase in the re- 
ports is partly accounted for by the larger 
number of physicians making regular re- 
ports and that the actual increase was 
about 26 per cent. 


Some peculiar features are noted. For 
instance, the fatality among whites is 6.5 
per cent.; colored, 13.4 per cent. The num- 
ber of deaths among widows who are pel- 
lagrins is twice as great as among the 
married women. Three times as many 
females as males die of pellagra. The 
greatest morbidity is in June and July, no 
satisfactory reason for this fact being of- 
fered. There is not a county in the state 
that is exempt from the disease, with fa- 
talities in all. It is more than twice as 
prevalent in the country than in cities 
and towns. Next to tuberculosis it causes 
the largest number of deaths. 


The State Board of Health considers it 
the duty of the state to educate the people 
as to the prevention of the disease and the 
duty of the counties to make provision for 
those suffering with it. A state hospital 
for pellagrins is considered impracticable. 
A central institution built by the state to 
accommodate over 10,000 pellagrins would 
have to be of a size and an expense to con- 
duct that the state could not accomplish 
without bankruptcy. The money required 
for the mere railroad fares of the patients 
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would be enough to pay for their proper 
treatment at their homes. 
The board’s estimate for the measures 
required and their cost is as follows: 
The Legislature should give $30,000 per 
annum for the next two years, to be ex- 
pended as follows: 


Hight Pellagra Field men, salaries $1,800 
each 


Expenses of the same, $1,200 each______ 9,600 
Printing and other necessary expenditures 6,000 
Total annual 


The State Superintendent of Education, 
the State Commissioner of Agriculture 
and the State Board of Health, working to- 
gether with the Pellagra Field Men pro- 
posed, could accomplish all that is neces- 
sary, including the education of the people 
and the raising of abundant leguminous 
foods. The Legislature could also invite 
the aid of the United States Public Health 
Service, with its perfect organization. 
Public interest is already aroused in this 
matter to an unusual degree and the 
board of health seems to think that if the 
proper effort were now vigorously made 
pellagra in Mississippi could be reduced to 
a negligible quantity, as has been done 
with yellow fever. It is to be hoped the 
legislators of Mississippi will carry out 
the recommendations of its most efficient 
State Board of Health. 


THE PREVENTION OF BLINDNESS. 


Who can fathom the despair of one who 
is condemned to live in unending dark- 
ness! Though one may not remember ever 
to have seen the light yet the difference 
between his lot and those of his more for- 
tunate fellows is constantly present in his 
consciousness, and causes him a restless 
sorrow. And when we, who are blessed 
with vision, realize that at least one-half 
of the existing blindness was inflicted by 
negligence or ignorance and is entirely un- 
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necessary, then the impulse of pity be- 
comes tinged with indignation and we are 
at once moved to inquire who is to blame 
and how such a misfortune may in the 
future be averted. Therefore it is not sur- 
prising that in this day of organized effort 
there has been formed a country-wide so- 
ciety whose object it is to take such steps 
as are necessary to insure the protection 
of the helpless or the uninformed against 
this awful deprivation. It is called “The 
National Committee for the Prevention of 
Blindness.” Its headquarters are at 130 
East Twenty-second Street, New York. It 
is composed of some of our most widely 
and favorably known citizens and it is al- 
ready accomplishing splendid results. Its 
very efficient Field Secretary, Mr. Gordon 
L. Berry, is now visiting several Southern 
States in the effort to increase interest in 
various boards of health, medical societies 
and welfare workers generally. He ex- 
presses himself as being much pleased 
with the co-operation he is receiving in 
the South. 


The work of the committee includes a 
thorough study of the causes, direct or in- 
direct, of blindness; the advocacy of meas- 
ures to eliminate those causes; and the 
education of the people concerning all mat- 
ters pertaining to the care and use of the 
eyes. They propose to furnish, at cost, to 
workers for the conservation of vision, lit- 
erature containing the latest information 
on the subject, for distribution, and to aid 
in the formation of societies for the pre- 
vention of blindness. They will co-operate 
with other organizations to secure proper 
legislation and will from time to time pub- 
lish reliable news on the subject. 


At present there are but seven state 
commissions, with appropriations, with 
whom this national committee can co-ope- 
rate, and there are none in the South. 
Most of the states have schools for the 
blind and all their officials are in active 
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sympathy with this work for the preven- 
tion of blindness. Unfortunately the most 
prolific cause, ophthalmia neonatorum, is 
not as regularly reported as it should be, 
the officiating midwives being too ignorant 
or too indifferent to do so. Dr. W. H. 
Hibbett, City Health Officer of Nashville, 
believes that to eliminate blindness we 
must first eliminate midwives. But there 
is a use for midwives, properly taught and 
rightly controlled. In some of the South- 
ern States midwives are required to regis- 
ter and pass an examination of a simple 
kind. They are taught that it is their duty 
to instill into the eyes of the newly born 


the one per cent. solution of silver nitrate © 


that protects against ophthalmia neona- 
torum. The law should stitpulate that in 
reporting the birth she should state wheth- 
er or not this duty had been fulfilled. Any 
negligence on her part should be severely 
punished and her certificate should be re- 
voked. The employment of an infant-wel- 
ware nurse in closely populated places 
would help to enforce this provision of the 
law and to filter out the midwives who 
were least reliable. The Independent 
Presbyterian Church in Birmingham is 
making a practical demonstration of chris- 
tianity by employing an infant welfare 
nurse, a part of whose duty is to inspect 
the eyes of the new born babies of the poor 
in this city. Other churches and other or- 
ganizations in other cities would do well to 
follow this example. In rural communi- 
ties, especially in the South, there would 
sometimes be insuperable obstacles to the 
performance of this duty, but the county 
health officer could appoint some compe- 
tent person to inspect each infant as soon 
as each birth is reported and thus at least 
keep track of those officiating at the birth, 
and the existence of ophthalmia neona- 
torum in the infant should be prima facie 
evidence of the culpability of the attend- 
ant, whether midwife or doctor. 
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From every point of view the subject is 
important, whether on account of the bur- 
den on society of so many incompetent 
though innocent sufferers, or because of 
the enormous loss to the state by the re- 
moval of so many otherwise valuable work- 
ers from the ranks of producers; but first 
it rouses the sympathy of every normal 
human being and wakens a desire to in 
some way render more bearable the gloomy ' 
existence the blind must endure. 


FEDERAL AID TO HOT SPRINGS, 
ARKANSAS. 


In this number of the Journal is pub- 
lished an article by Dr. E. H. Martin of 
Hot Springs, read before the last meeting 
of the Southern Medical Association, in 
which he presents a scientific discussion 
of the therapeutic properties of the Arkan- 
Hot Springs Baths. He seems to prove 
that the waters of this American resort 
are of greater value in the treatment of a 
number of diseases than those of the cele- 
brated European Spas. 

Dr. C. T. Drennen, also of Hot Springs, 
has written and published a forcible 
argument favoring the establishment of a 
great national health resort at that place. 
He observes that the United States gov- 
ernment has already established there a 
bath house in which the poor of the world 
bathe free, nearly 126,000 baths being 
given there in 1915. But there are no 
arrangements for the accommodation and 
care of the indigent thousands thus in- 
vited by the government to the baths. 
There are also other government institu- 
tions in the city, and the sewage from 
all of them empties into the sewage sys- 
tem that serves the rest of the city, and 
enlargement is seriously needed. 

Now seems to be the opportune time 
to firmly establish our own great 
spas by government aid, as has been ~ 
done for the spas of Europe. The amount 
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of money that has been spent at those 
European spas by citizens of every civ- 
ilized nation is incalculable, but so like- 
wise is the good they have done. The hot 
springs of America, lying in different 
states, are therapeutically the equals of 
any others in the world. The source of 
their undeniable efficiency is now thought 
by some investigators to be the “radium 
emanations” which science has demon- 
strated to exist in efficient quantities in 
most of those best known to the public. 
The United States government in 1832 
set aside the Hot Springs Reservation in 
Arkansas as a national sanitarium for- 
ever. The few government buildings now 
there are not enough to constitute it a 
national spa. True, there are many su- 
perb hotels and bath houses, but they lack 
the size and magnificence that should 
characterize a national resort. The pres- 
ent effort is to raise by the joint contribu- 
tions of local investors the sum of ten 
million dollars, the amount to be dupli- 
cated by congress and wisely expended 
under suitable direction and control to 
‘create a national sanitarium that shall be 
a refuge to the suffering ones of the na- 
tion and an honor to the government; a 
sanitarium with abundant and _ suitable 
accommodations for not only the citizens 
of the United States, but for visitors from 
all over the world. 


The topography of Hot Springs is ad- 
mirably adapted to reward the most am- 
bitious efforts at embellishment. It calls 
for development with many spacious and 
artistic buildings, permanent and beauti- 
ful; with hospitals, sanitariums, hotels, 
baths of all kinds, libraries and gym- 
nasiums, theaters and auditoriums, framed 
in broad avenues bordered with trees and 
punctuated with fountains, where the peo- 
ples of the earth may meet in friendly in- 
tercourse under the hospitable shade of 
Old Glory, the sick and afflicted come 
for sure relief; where none shall be too 
poor to be welcomed and none too great 
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to be entertained, and all shall be forced 
to admire nature’s therapeutic gifts to 
North America. The government can well 
afford to include this development in its 
plans for preparedness as a great inland 
sanitarium for its invalided or convales- 
cent soldiers. This is no impossible, irri- 
descent dream, but a great, a magnificent 
possibility, whose realization seems act- 
ually to be within sight. 

The JOURNAL hopes to see its accom- 
plishment. 


SURGICAL TECHNIC IMPROVED BY 
WAR. 


The unlimited amount of experience the 
great war has afforded to military sur- 
geons has resulted in a wonderful im- 
provement in technic, though no new prin- 
ciple seems to have been developed. The 
greatest advance appears to be in the use 
of the X-ray in locating foreign bodies in 
the tissues, increased portability of appa- 
ratus having rendered its use more gen- 
erally available. A motor car, fitted with 
all needed fixtures, whirls up to the place 
where the wounded have been gathered. 
The operator steps out, adjusts his instru- 
ment, retreats to his portable dark-room, 
and in twenty minutes hands the surgeon 
a picture of the missile and its location. 
If necessary he can detect the exact depth 
to which the operation must penetrate. 
Some forms of X-ray apparatus weigh 
but thirty pounds complete and can be 
carried in a suit case with all necessary 
appurtenances. 

Carrel has been busy with his supremely 
delicate manipulations, but so far has not 
announced anything new; but it is known 
that at least in one instance he has suc- 
cessfully transplanted a kidney, thereby 
saving a human life. His new antiseptic, 
based on hypochlorite of soda, with its 
irritating properties neutralized with car- 
bonate of lime and boric acid, is applied 
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directly to fresh wounds and may be left 
there a week. It is remarkably efficient. 
An interesting rumor has it that two Eng- 
lish surgeons have been experimenting 
with garlic juice as an antisuppurative 
dressing, a measure in vogue three hun- 
dred years ago. They report that it checks 
suppuration and so promotes the flow of 
lymph that in forty-eight hours the wound 
is under control. A lay paper states that 
a solution of nitrate of silver, “one part 
to two hundred thousand of water,” is 
being used on burns caused by liquid fire. 
No doubt the water is beneficial, but the 
effect of one grain of silver nitrate dis- 
solved in over three gallons of water is 
problematical. Probably the figures are 
wrongly stated. One thing is certain be- 
yond dispute. Surgical technic has been 
advanced beyond what had formerly been 
imagined as possible, and when the war 
is Over medicine and surgery will possess 
a mass of official records which will be 
an inexhaustible mine of information to 
this and the succeeding generation. 


CONTEMPORANEOUS MULTIPLE IN- 
OCULATION. 


In the “Report of the Auditory Com- 
mittee for the Tropical Diseases Research 
Fund for 1914,” there is published an 
article by Dr. Castellani embodying his 
conclusions concerning the inoculation of 
animals and human beings with two or 
more different vaccines at the same time, 
thereby avoiding the inconvenience of sep- 
arate inoculations and the loss of time 
consequent on successive reactions. The 


reaction from a multiple inoculation, he 
says, is no more severe than that caused 
by a single vaccine, and the protection is 
equal against each of the several infec- 
tions to that assured by the single vac- 
cine for each disease. 
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The following named vaccines have been 
successfully used in man in various com- 
binations, the typhoid inoculation being 
present in all: Typhoid, paratyphoid A, 
paratyphoid B, Malta fever, Bacillus Asi- 
aticus, Bacillus Columbiensis, dysentery 
Kruse-Shiga, dysentery Flexner No. 1, 
dysentery Flexner No. 2, cholera, and 
plague. In some instances seven or eight 
different vaccines, “a sufficient minimum 
quantity” of each, were combined in one 
inoculation. When a mixture contains 
the plague vaccine the reaction is severe, 
“though apparently rather less so than 
after Haffkine’s simple plague vaccine.” 
Dr. Castellani prefers carbolized emul- 
sions of agar cultures in normal salt solu- 
tion without heating, 0.5% of carbolic acid 
being sufficient. He thinks they cause a 
less painful local reaction than broth cul- 
tures killed by heat. However, the ty- 
phoid and paratyphoid vaccine is also pre- 
pared by heating broth cultures. The 
convenience of being thus able to secure 
immunity against several threatening dis- 
eases by a contemporary inoculation of 
their combined vaccines is self-evident. 
Persons contemplating travel through re- 
gions believed to be variously infected can 
prepare for the journey in a much shorter 
time and with less inconvenience than 
would be possible if the time necessary 
for separate inoculations were required. 
Especially in the case of preparing for a 
military incursion and a long campaign 
in an infected region would this procedure 
be invaluable. Exploring expeditions, and 
the relief undertakings of the Red Cross 
organizations, should find in this advance 
a valuable aid in assuring them safety 
from one of the chief dangers that threat- 
en them. The subject was brought to the 
attention of the JOURNAL by an extract 
published in the United States Public 
Health Reports, dated December 31, 1915. 
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TREATMENT OF POISONING BY 
MERCURIC CHLORID. 


In the Archives of Internal Medicine, 
November 15, 1915, Samuel W. Lambert, 
M.D., and Henry S. Patterson, M.D., of 
New York, present some interesting notes 
‘concerning the prevalence of suicide by 
different agents. In their opinion suicide 
by arsenic and by carbolic acid are de- 
creasing in number, suicide by narcotics 
is at a standstill, while suicide by illum- 
inating gas and by corrosive sublimate is 
on the increase. During the last twenty- 
five years there have been recorded 155 
suicides by corrosive sublimate. Of these 
73, or nearly one-half, occurred in the last 
two years. They ascribe this startling in- 
crease in bichloride suicide to two causes; 
first, the newspaper notoriety that has 
devoted so much publicity to it, causing 
an entirely erroneous impression of the 
condition of such patients, asserting that 
they suffer no pain and are conscious and 
cheerful to the last; second, to the facil- 
ity with which the poison can be obtained. 
In a great many households a box or bot- 
tle of “antiseptic tablets” is part of the 
furnishing, sometimes for purposes of 
cleanliness, sometimes for preventing con- 
ception. Their red label, blue color and 
fancy shape is not enough to warn a child 
against mistaking them for candy, or even 
to prevent the swallowing of one in a 
hasty search for a “headache tablet,” but 
they are distinctive enough to guide the 
suicide in securing what he thinks is an 
agent that will secure for him a painless 
exit from a hostile world. The truth is 
that the first effects of corrosive subli- 
mate poisoning are very distressing and 
painful, the pain being distributed over 
the abdomen and accompanied by violent, 
painful and obstinate vomiting. If the poi- 
son be swallowed in solution these symp- 
toms come on in a few minutes, but the 
vomiting is not sufficient to remove the 
poison and avert a fatal result. If an un- 
broken tablet be swallowed it will be ten 


or fifteen minutes before these symptoms 
are fully developed and if the fact of their 
ingestion is learned immediately the 
prompt swallowing of the whites of a 
dozen eggs and the injection of apomor- 
phine, followed by gastric lavage, will 
give the patient a chance for his life. The 
indications of a fatal result appear in 
from 48 to 72 hours. Before that time 
there may be a lull in all the symptoms 
that may deceive the inexperienced as to 
the true hopelessness of the case. But at 
the expiration of those hours the urine 
begins to diminish and the diminution may 
continue until it almost amounts to anu- 


.Yia. Meanwhile the patient may remain 


rational for a week, but a low delirium 
sets in, the heart fails and the end comes. 
Our authors say that “even if colonic ir- 
rigation and other means restore urina- 
tion” the patient still is apt to die, as the 
liver is hopelessly disorganized. Such, 
approximately, is their account of their 
experience. The treatment they recom- 
mend is extremely energetic. Every two 
hours they give 8 ounces of the following: 

Bitartrate of potash and sugar, each 1 dram 

Lemon juice, 1 ounce. 

Water, 16 ounces. 

In each of the alternate hours they give 
eight ounces of milk. The rectum is con- 
stantly irrigated, drop by drop, with a 
solution of acetate of potash, a dram to 
the pint of water. The stomach is washed 
out daily and the colon twice daily. Five 
hot packs are given every twenty-four 
hours. Cases that have taken but one 
dose of the poison are classed as “mod- 
erate cases,” and for such seven days of 
the above treatment is considered suf- 
ficient, the poison still remaining in the 
tissues being within the limits of safety. 
Those who have taken repeated doses of 
the bichloride require longer treatment. 
Diuresis, to wash the poison out of the 
system, is the supreme object. The dam- 
age is at its height on the tenth day, and 
the danger also. 
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A MEMORIAL OF ANGELO CELLI, 
LEADER OF THE GREAT ITAL- 
IAN CAMPAIGN AGAINST 
MALARIA. 


The following notice, which has been 
issued by the Italian Society for the Study 
of Malaria, has recently been sent to me 
by Sir William Osler: 


“The Society for the Study of Ma- 
laria, of which Professor Angelo Celli 
was the founder and the animating 
and guiding spirit, has decided to 
start a subscription for the purpose 
of erecting in his memory a monu- 
ment which will perpetuate the record 
of his accomplishments for all time. 


“It is believed that such a monu- 
ment should stand on the Roman 
Campagna, the field of the studies 
and the object of the most loving care 
of Angelo Celli; on the spot where he 
has redeemed man and earth from 
the scourge of malaria.” 


It has seemed to Sir William Osler and 
to me that we in America, who owe so 
much to the life-long and persistent studies 
of the great physician who was the leader 
of the Italian campaign of prophylaxis 
against malarial fever, should play our 
part in contributing to this well-deserved 
memorial. May we not appeal to the phy- 
sicians of America to join in honoring 
this great benefactor of the race? 


Any contributions which are sent to 
the undersigned will be forwarded to the 
Italian committee. It is hoped that there 
may be a generous response and any sum, 


no matter how small, will be gratefully 
accepted. 
WILLIAM S. THAYER, 
406 Cathedral Street, 
Baltimore, Md. 


THE PINEAL GLAND INERT. 


That minute particle of tissue, no larger 
than a pea, known as the epiphysis cere- 
bri, or pineal gland, has long been an ob- - 
ject of curiosity to students of anatomy 
and physiology. Its central situation in 
the skull has made its exposure in the liv- 
ing animal without causing death a deli- 
cate and difficult operation, while the 
speculations concerning its functions have 
ranged from considering it as the source 
of a secretion controlling anatomical de- 
velopment, to an idea that it is the center 
of intelligence or the seat of the soul. 

Recent investigations at Johns Hopkins 
University by Dr. W. E. Dandy seem to 
clear up one point concerning its func- 
tions. Dr. Dandy has succeeded in re- 
moving the pineal glands from a number 
of puppies without apparently influencing 
their growth or development in any re- 
spect. They are neither larger nor small- 
er, fatter nor leaner, brighter nor more 
stupid than their controls, and their sex- 
ual development was neither precocious 
nor retarded. 

The pineal gland would seem to be a 
structure residual and degenerate from a 
long-vanished form of existence, a sort of 
appendix coniform, so to speak. Of 
course, further investigation is required 
before such a disposition of it can be con- 
sidered unquestionable and permanent, 
but meanwhile to use it or extracts made 
from it as a therapeutic agent is absurd. 


i 
i 
j 
t 
A 
| 
= ‘ 


BOOK REVIEWS 


281 


BOOK REVIEWS 


The Practitioner’s Visiting List for 1916. 
Four styles: weekly, monthly, perpetual, sixty-pa- 
tient. Pocket size; substantially bound in 
leather with flap, pocket, etc.; $1.25 net. Lea 

& Febiger, publishers, Philadelphia and New 

York. 

The Practitioner’s Visiting List embodies the 
results of long and studious effort devoted to its 
development and perfection, and is the final re- 
sult of over thirty years’ experience in meeting 
and anticipating the needs of the practicing phy- 
sician. It is a practical convenience which, once 
possessed, becomes indispensable to the busy 
practitioner. 


Case Histories in Diseases of Women, Including 
Abnormalities of Pregnancy, Labor, 
and Puerperium. 

By Charles M. Green, A.B., M.D., Professor of 
Obstetrics and Gynecology in Harvard Univer- 
sity; Senior Surgeon for Diseases of Women 
Boston City Hospital; Visiting Physician Bos- 
ton Lying-in Hospital. With 11 full-page plates, 
one cut and 25 charts in the text. 480 pages. 
Cloth, $4.00. Boston: W. M. Leonard, 1915. 
Professor Green has divided woman’s life into 

five periods, namely, Infancy and Childhood, 

Puberty and Adolescence, Maturity, The Climac- 

teric, and Anility. Each of these he prefaces 

with a general discussion of the diseases com- 

mon to that particular stage, and follows with a 

number of well selected cases. It is full of help- 

ful suggestions at every turn. 

To us the one deplorable omission is his fail- 
ure to speak of the exceedingly great, and often 
curative, value of radium in inoperable and re- 
current carcinoma of the uterus as well as in 
those cases of fibroids in which for various rea- 
sons operation is undesirable. 

However, we read the book from cover to cover 
with the keenest enjoyment, and consider it 
one of the most fascinating works we have seen 
in years. It deserves a place upon the shelf of 
every man who does gynecology or obstetrics, 
or whose work requires the recognition of such 
conditions. 


Diseases of the Nervous System; a Text-Book of 
Neurology and Psychiatry- 

By Smith Ely Jeliffe, M.D., Ph.D., Adjunct Pro- 
fessor of the Mind and Nervous System New 
York Post-Graduate Medical School and Hos- 
pital, and William A. White, M.D. Superintend- 
ent of the Government Hospital for the Insane. 
Washington, D.C.; Professor of Nervous and 
Mental Diseases Georgetown University; Pro- 
fessor of Mental Diseases George Washington 
University, and Lecturer on Psychiatry U. S. 
Army and U. S. Navy Medical Schools. Oc- 
tavo. 796 pages, with 331 engravings and 11 
plates. Cloth, $6.00 net. Philadelphia and 


New York: Lea & Febiger, 1915. 

The great majority of medical books appearing 
today would seem to have no other justification 
for their existence than that the publisher needs 


a new seller in that particular line to offset a 
This natu- 


similar new work of a rival house. 


rally leads to a hasty rehash of the literature 
with borrowed cuts instead of a substantial con- 
tribution to the subject. 

The work under discussion is unique in that 
it attacks the problem of nervous diseases from 
a new angie, i. e., from a phylogenetic standpoint, 
dividing the work into the vegetative, the sen- 
sori-motor, and the psychic. No arbitrary dis- 
tinction is made between neurology and _ psy- 
chiatry, and, since they are both diseases of the 
nervous system, they are treated together in 
one volume. The book so carefully planned 
along these lines and so ably written is sure to 
meet with a success which it so rightly deserves. 


A Text-Book of Pathology. 

By Alfred Stengel, M.D., Professor of Medicine 
University of Pennsylvania, and Herbert Fox, 
M.D., Director of the Pepper Laboratory of 
Clinical Medicine University of Pennsylvania. 
Sixth Edition. Reset. Octavo of 1045 pages, 
with 468 text illustrations, many in colors, and 
15 colored plates. Philadelphia and London: 
W. B. Saunders Co., 1915. Cloth, $6.00 net, and 
half morocco, $7.50 net. 

The new edition of this book places it well 
in the front ranks of single-volume pathologies 
in English. The authors have produced a most 
useful work, clearly written and well illustrated. 
Without possessing any distinctive features it is 
a well-rounded and creditable book. 


Practical Materia Medica and Prescription Writ- 

ing With Illustrations. 

By Oscar W. Bethea, M.D., Ph.G., F.C.S., Assist- 
ant Professor of Materia Medica and Instructor 
in Prescription Writing Tulane University of 
Louisiana; formerly Professor of Chemistry 
and Professor of Pharmacology Mississippi 
Medical College, ete. Philadelphia: F. A.Davis 
Co. Cloth, $4.00 net. 

As a materia medica it varies from fair to 
indifferent, but is exceptionally good in contain- 
ing a large variety of good prescriptions. Fur- 
thermore, its thorough treatise upon prescription 
writing is the best we have seen. In the latter 
respect it fills a distinct place in the armamenta- 
rium of the neophyte and the busy physician. 


A Text-Book of Surgery for Students and Practi- 

tioners. 

By George Emerson Brewer, A-M., M.D., Profes- 
sor of Surgery College of Physicians and Sur- 
geons New York; Surgical Director Presby- 
terian Hospital; Consulting Surgeon Roosevelt 
Hospital, assisted by Adrian V. Lambert, M.D., 
Associate Professor of Surgery Columbia Uni- 
versity; Attending Surgeon Presbyterian Hos- 
pital; and by members of the surgical teaching 
staff of Columbia University. Third Edition. 
Thoroughly revised and re-written. Octavo, 
1027 pages, with 500 engravings and 23 plates 
in colors and monochrome. Philadelphia and 
New York: Lea & Febiger, 1915. Cloth, $5.50 
net. 

Any industrious person can collect a mass of 
work which has been done upon a subject. But 
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to discard the chaff and to use only that which 
is essential is a very different proposition. The 
latter is the task which Dr. Brewer has had to 
perform, and he has done it well. This little 
volume has been brought fully up to the minute. 
The plates are good and it is quite readable. A 
better work of its size on surgery we have not 
seen. 


The Clinics of John B. Murphy, M.D., at Mercy 
Hospital, Chicago. 
Philadelphia and London: W. B. Saunders Co., 

August and October, 1915. 

Among a great variety of interesting topics, 
they contain many bone cases, in which line Dr. 
Murphy appears at his best. However, like all 
the great doctors’ writings, they abound in dog- 
matic statements which are matters of his own 
personal opinion. For instance, take the almost 
amusing statement that a keloid in a white 
woman was due to the fact that she had been 
nursed at the breast of a negro “mammy”. The 
natural inference is that had she received cow’s 
milk instead she might have grown horns. Yet 


such faults fade into insignificance when com- 
pared with the vast wealth of their information 
which is narrated in an entertaining conversa- 
tional style. No surgeon can afford to miss Mur- 
phy’s “Clinics.” The reviewer regards their pe- 
rusal as among the most pleasant of his duties. 


Principles and Practice of Obstetrics. 

By Joseph B. DeLee, A.M., M.D., Professor of 
Obstetrics at Northwestern University Medical 
School. Second Edition. Thoroughly revised. 
Large octavo of 1087 pages, with 938 ilustra- 
tions, 175 of them in colors. Philadelphia and 
London: W..B. Saunders Co., 1915. Cloth, $8.00 
net; half morocco, $9.50. 7 
Always a very creditable book, the new edi- 

tion shows still more painstaking work. Impor- 
tant additions have been made to the chapters 
on the Abderhalden pregnancy reaction, “dry la- 
bor,” “twilight sleep,” extra-peritoneal cesarian 
section, blood pressure, and labor in mature primi- 
parae. One is impressed throughout by the very 
practical nature of the work. 
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ALABAMA. 


At the January meeting of the State Board of 
Medical Examiners 29 persons took the examina- 
tions. Four of them were negroes. Of the en- 
tire number only nine were successful. 

Governor Henderson appointed nine physicians 
to represent the state at the meeting of Alienists 
and Neurologists at Chicago, June 19, 1916. 

The State Department of Education has speci- 
fied February 25th to be observed as “health 
day” in the public schools of Alabama. The 
State Superintendent has urged the people in the 
country to study and plan for the prevention 
of disease, as it has been shown that people in 
cities suffer less from disease of any kind than 
those in the country. 

In Mobile during the month of December the 
only deaths from infectious diseases were twelve, 
all due to tuberculosis, eleven colored and one 
white. Several cases of typhoid fever, scarlet 
fever and diphtheria were reported; none fatal. 

The Birmingham city commission has passed a 
sanitation law with most excellent provisions. 
Dr. Charles Whelan, who has served Birmingham 
as City Physician for seventeen years, has re- 
signed his position and will give all his time to 
active practice. Rev. George Eaves, secretary of 
the Jefferson County Anti-Tuberculosis Associa- 
tion, reports that fifty persons, twenty-six of 
whom were white, were examined in January 
and thirty-six were cases of positive tuberculosis. 
The nurses made 320 visits during the month. 

Dr. Leon A. Fox has been appointed first lieu- 
tenant in the Medical Reserve corps. 

Dr. V. J. Gragg, county physician for Chilton 
county, has resigned his position and will locate 
in Birmingham. 

Dr. C. K. Maxwell, of Kellyton, has been elected 


county health officer of Coosa county for 1916. 

At Tuscaloosa, Drs. J. H. Ward, D. W. Ward 
and J. H. Somerville have formed a partnership 
for the practice of medicine, with offices in the 
Masonic Temple. 

The City Commission of Tuscaloosa has passed 
an ordinance to regulate the issuing of licenses 
to persons who treat diseases of human beings. 
The license was fixed at $18.00 per year, with a 
penalty not to exceed $100.00 for violation. 

G. J. Hubbard, adjutant-general of the Ala- 
bama National Guard, reports that great improve. 
ments have been shown in the medical corps of 
the guards during the year 1915, and it is now 
one of the most important branches of the mili- 
tary service in the state. 


ARKANSAS. 

The Mississippi County Medical Society has 
elected the following officers: Dr. C. M. Harwell, 
President; Dr. M. O. Usery, Vice-President; Dr. 
Earl E. Craig was re-elected Secretary-Treasurer. 

Helena reports five cases of smallpox, all under 
control. 

Dr. C. W. Garrison, State Health Officer, re- 


‘ports that malaria was the most prevalent dis- 


ease in the state, there having been in 1915 6,071 
cases among white persons and 2,154 among ne- 
groes. Pellagra was second with 725 whites and 
647 negroes. The throats of 7,162 school chil- 
dren were examined and 457 were found to be 
diphtheria carriers. 

At Little Rock the City Physician, Dr. M. J. 
Barlow, reported 214 deaths in 1915, 106 white 
and 108 colored. Malaria caused 31 deaths, tu- 
berculosis 27, and pneumonia 20. 

At Conway, Dr. J. S. Westerfield has been 

} (Continued on page 24) 
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| Are You Prepared 


for that emergency call late tonight—mayhap ’way out in the coun- 
try, or if in town, after drug-store hours? In either event—and in 
most “hurry” medical cases—there is nothing quite so immediately 
useful as a good hypodermic syringe that “always works and never 
leaks” and some real hypodermic tablets—ours for instance. $2.60 
worth of that kind of “preparedness”—that’s the price of our Aseptic 
Hypodermic Outfit through your druggist—equips you with a good 
syringe and six kinds of emergency tablets in a handsome aluminum 
case that will fit your pocket without bulging—a neat, compact, aseptic 
emergency outfit. 


Are you prepared? 


SHARP & DOHME 


The hypodermic tablet people 
since 1882 
Purveyors to the medical profession since 1860 


AUTOGENOUS VACCINES 


IN THE TREATMENT OF 


Pyorrhea : Chronic Bronchitis 
Asthma Endocarditis 
Sinus Infections Otitis Media 
Throat Infections Skin Infections | 


Bladder and Urethral Infections 


The exciting organism identified and isolated. Cultures made zrobically 
and anzrobically. Vaccine put up in single 20 cc container, or in ampules in 
graduated doses. 

Culture media, with directions for collecting specimens sent gratis upon 
request. The fee is $5.00. 


Wassermann Test, $5.00 


Sterile containers with directions sent gratis upon request. 


NATIONAL PATHOLOGICAL LABORATORY 
New York: 18 E. 41st Street. Chicago: 5 S. Wabash Ave. 
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(Continued from page 282) 
named County Health Officer to succeed Dr. 
George S. Brown, resigned. 

At Little Rock, Dr. E. P. Bledsoe, superintend- 
ent of the State Hospital for Nervous Diseases, 
has appointed Dr. Pat Murphy, of Little Rock, 
and Dr. Robert Roland, of El Dorado, to fill va- 
cancies created by resignations. 

Dr. C. W. Garrison, State Health Officer, re- 
ceived January 20th a report of an outbreak of 
smallpox at Mena, Polk county. 

At Biscoe, Prairie county, it is reported that 
cerebro-spinal meningitis prevailed January 25th; 
that there had been three deaths and that six 
other persons had the disease. Funds were ap- 
propriated from the county treasury to provide 
serum for those unable to buy it, and isolation 
was enforced. The worst epidemic of grippe in 
the history of the state prevailed in the county. 

At Lake Village, Dermott, Eudora and Empire, 
Dr. W. L. Treadway, U. S. P. H. Service, has co- 
operated with the Chicot county Board of Health 
in inspecting the public schools. 

At Spiro, Dr. W. G. Hartshorn continues to 
suffer severely from the injuries he received in 
a runaway of his team January 5th. About six 
weeks before that he was injured in a similar 
accident. 

At Russellville, January 8th, it was reported 
grippe was very prevalent in a severe form and 
that there was also considerable pneumonia. 

The Polk County Medical Society has elected 
the following officers: Dr. John R. Davis, Presi- 
dent; Dr. J. G. Hilton, Vice-President, and Dr. 
G. P. Dunman, Secretary-Treasurer. 


Deaths. 

At Texarkana, January 11th, Dr. Charles A 
Smith, aged 60, chief surgeon of the Cotton Belt 
railway’s general hospital, died at the hospital. 
He had been the chief surgeon since 1887. 


DISTRICT OF COLUMBIA. 


In the week ending January 8th there were 25 
deaths from pneumonia in the city of Washing- 
ton. The total deaths were 141. Grippe caused 
11 deaths. No person between the ages of 6 
and 25 years died of pneumonia. Eight deaths 
occurred in persons under six years and six were 
over seventy. Grippe-pneumonia is not included 
in the above figures. In the week ending Jan- 
uary 22d there were 12 deaths from grippe, mak- 
ing 34 since January Ist. : 

On February 1st the regulations against the 
use of common towels and drinking cups in schools 
and public ‘places became effective and seem to 
have been generally accepted. A new source of in- 
fection has been suggested in the indiscriminate 
distribution of lead pencils in the public schools. 
They are collected at the close of each day for 
sharpening and distributed the following day. 
Most children unconsciously insert the pencil in 
the mouth upon using it. However, the school 
authorities in Washington deny that the sharp- 
ened pencils are “indiscriminately” distributed. 

The citv health authorities have stopped the 
country dealers from selling pork exposed to 
the dust on their stands, excepting sausage meat 
wrapped in pound packages. 

Col. Jefferson Randolph Kean, of the medical 


corps, was temporarily detailed by the War De- 
partment to co-operate with the American Red 
Cross in organizing field hospital and supply re- 
sources for quick mobilization in case of emer- 
gency. 

Deaths. 

On February 7th Dr. George Hamilton Schwinn, 
first assistant physician at the Government Hos- 
pital for the Insane, died in his apartment in 
the hospital, after an illness of long duration. 
His age was 42 years. 

On January 15th Dr. Benjamin F. Gibbs, of 
Columbia Heights, died at his residence, aged 57 
years. 

On January 16th Dr. E. J. Collins, for many | 
years connected with the Postoffice Department, 
died suddenly at his residence, aged 67 years. 

On January 21st Dr. Joseph A. Mudd, a con- 
federate veteran, died at his home in Hyattsville, 
aged 76- years. 


FLORIDA. 

Dr. Sheldon Stringer, City Health Officer of 
Tampa, says that city has escaped, to a great ex- 
tent, the epidemic of grippe elsewhere preva- 
lent. 

- At Tarpon Springs, the physicians have an- 
nounced an increase in their schedule of fees, 
rendered necessary by the increased cost of liv- 
ing and the enormous advance in the prices of 
medicines they are obliged to supply. 

At Sanford, medical inspection has begun of 
all school children in Seminole county. It will 
be conducted by Dr. Oliver J. Miller, county phy- 
sician. Particularly close scrutiny will be made 
of the eye, ear, nose and throat, but no abnor- 
malities will be neglected. 

In Jacksonville, January 31st, the sanitary in- 
spector reported but six restaurants rated at 100 
per cent, or as near perfect as possible. None 
were rated at less than 85 per cent. The epi- 
demic of grippe has not shown much malignancy 
there, but preventive measures are advised. 

Pensacola reports health conditions ideal—no 
contagious diseases, absolutely pure water and a 
death rate among the white population of only 
11.85%. 

The Florida State Board of Health is issuing 
a weekly letter to the public. That of January 1st 
was a booklet entitled: “Health is Wealth—A 
Manual of Health Work Prepared for the Schools 
of Florida.” It has been made official for instruc- 
tion in the schools of the state by the State Su- 
perintendent of Public Instruction, Professor W. 


N. Sheats. 
Deaths. 


At Macclenny, January 15th, Dr. John W. Strick- 
land died after an illness of but two days. 


GEORGIA. 

At Waycross, January 20th, Dr. F. C. Nesbit 
has been elected City Physician. The office im- 
poses the duties of Assistant Health Officer and 
Pure Food Inspector. 

At the annual meeting of the State Board of 
Health, held Tuesday, January 11th, at Atlanta, 
Dr. H. F. Harris resigned his position of Secre- 
tary. Dr. A. G. Fort was expected to be his suc- 
cessor. 


(Continued on page 26) 


' 
} 
i 
ad 
= . 


SOUTHERN MEDICAL JOURNAL 


THE ABDOMINAL BRAIN CAN’T THINK 


but it does act to induce or aggravate 


Obstipation---Stasis---Autotoxemia 


which is more than “constipation”’. 


Treatment to be efficient includes lubrication. 
Effective lubrication requires INTEROL. 


INTEROL has been hyper-refined, 7. ¢., it is safe, is of correct 
body and effective viscosity, is free from suggestion 
of flavor or odor (even when heated to 100° C.). 


Therefore: 


INTEROL SECURES RESULTS IN HANDS THAT 
KNOW HOW—AND WHEN—TO USE INTEROL 


Obtainable of your druggist. Booklet on request. 


VAN HORN and SAWTELL 
15 and 17 East 40th Street 
NEW YORK CITY 
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The Cleanest 

f L b — 99 If you favor immediate repair, use 
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‘The Perfect Surgical Lubricant 


strand of this special 


Van torn» Obstetrical 
Suture, Chromic Catgut 


Absolutely sterile, antisep- 
tic yet non-irrjtating to the 
most sensitive tissues, water- 
soluble, non-greasy and non- 
corrosive to instruments, 
“K-Y" does not stain the 


Obsicirical Suture 
Chromic 


clothing or dressings. 

Invaluable for lubricating is threaded on a suitable needle, 
catheters, colon and rectal ready for instant use. Indispens- 
tubes, specula, sounds and able for your surgical bag. One 
tube in each box. Price, 25 cents 

penal each; $3.00 per dozen tubes. No 
Supplied in collapsible tubes. samples. 
For Sale by Your Dealer, 
retain or Sent Upon Receipt of Price 
VAN HORN & SAWTELL VAN HORN and SAWTELL 


NEW YORK CITY 4 LONDON, ENGLAND 
15-17 East 40th Street 9"* 31-33 High Holborn 
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It is reported that the State Sanatorium at 
Milledgeville has cared, during the past year, 
for over 4,000 patients. In a campaign against 
rats 5,002 of the rodents were destroyed, and the 
place was also almost cleared of flies. The 
deaths of the inmates averaged about two daily. 
The per capita cost of feeding and clothing the 
inmates has been reduced to 41 cents per day. 

Miss Chloe Jackson, executive nurse of the W. 
G. Raoul foundation, began a definite survey and 
relief work on the 1st of August last in the cities 
of Brunswick and Albany. In Brunswick 30 cases 
of tuberculosis were found, 7 of pellagra and 45 
others suffering from various chronic diseases. 

The Spaulding County Medical Society on Jan- 
uary 7th elected the following officers: Dr. J. 
M. Thomas, President; Dr. C. L. Tucker, Vice- 
President; Dr. E. R. Anthony, Secretary-Treas- 
urer. 

At Atlanta, January 28th, Dr. Mell C. Martin 
was unanimously re-elected Prison Physician by 
the Council Prisons Committee. 

Savannah reports practically free from con- 
tagious and infectious diseases February Ist. 
There was no typhoid fever, malaria or measles. 

On February ist Dr. T. F. Abercrombie, County 
Health Officer for Glynn county, inaugurated a 
week’s campaign for better health conditions. 
Lectures and addresses were made to both white 
and colored people at their schools and roused in- 
tense interest. 

Emory University in Atlanta is conducting a 
campaign to raise half a million dollars to endow 
its medical department, which resulted from a 
consolidation of the Atlanta Medical College and 
the Emory University. 

At Savannah the Council has passed an ordi- 
nance forbidding the sale from push carts of can- 
dies, ice cream and cakes. : 

The seventh annual meeting and election of 
officers of the Anti-Tuberculosis Association was 
held at the headquarters, 23 East Cain street, 
January 27th. The following officers were elect- 
ed: H. M. Willet, President; Kendall Weisiger, 
First Vice-President; Mrs. H. W. Salmon, Second 
Vice-President; Dr. H. W. Davis, Treasurer. 

Dr. J. P. Kennedy, City Health Officer of At- 
lanta, is highly gratified over the “tremendous” 
reduction in the past two years in the number 
of dairy cows in and near the city infected with 
tuberculosis. Out of the first 500 cows now un- 
dergoing annual examination only five of them 
were infected. As a partial result of the improve- 
ment of milk the death rate from tuberculosis in 
1915 was the lowest in the history of the city. 


Deaths. 
At Athens, February 3d, Dr. James M. Lump- 
kin died at his home, aged 81 years. 


KENTUCKY. 


At Lexington, Health Officer Simmons stated 
in January that a number of cases of mouth dis- 
ease had been reported to the department and 
warns citizens not to use a common drinking cup 
in public places. 

At Carlisle, January 26th, the Health League 
of Nicholas County was conducting an inspec- 
tion of pupils of the public schools. Of the 797 
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children examined 50 were reported as having 
symptoms indicating tuberculosis. 

At Louisville, in the December number of the 
Health Department’s publication, “Health and 
Hygiene,” it was stated that since the first of 
September not a case of smallpox had _ been 
found in the city and that during the preceding 
fiscal year there were 500 fewer cases than in 
the year before. Rigid vaccination in every 
branch of employment had wrought the change. 

At Waddy, January 10th, Dr. John F. Jessee 
was seriously injured in an automobile accident. © 
He was taken to the Norton Memorial Infirmary, 
Louisville. 

At Louisville,.Dr. Henry Enos Tuley was 
elected President of the Iroquois Life Insurance 
Company January 20th. 

At Versailles, January 17th, all smallpox quar- 
antines against houses in the city were lifted, as 
there were no new cases reported in the city or 
county. 

At Christiana, January 18th, Dr. T. M. Righter 
was seriously injured by a collision of his auto. 
mobile with an L. & N. freight train. 

At Owensboro, in January, investigations in 
the city public schools revealed that a number 
of students were suffering from trachoma. Treat- 
ment was administered free of charge. 

The Louisville County Board of Health has in- 
structed the 17 county patrolmen to kill all stray 
dogs, as a precaution against rabies. 

At Elizabethtown, January 28th, Dr. C. Z. Aud, 
of Cecilia, was reappointed a member of the State 
Board of Health. 

At Glasgow, February 5th, the County Board 
of Health declared the town spring branch a 
nuisance and dangerous to the public health and 
ordered the City Council to remedy it within 180 
days. 

At Louisville, there is some opposition to the 
vaccination of school children, and Prof. C. W. 
Campbell, principal, estimates that 300 pupils 
had been excluded because of non-compliance. 

Deaths. 

At Horse Cave, January 8th, Dr. T. H. Garvin 
died at his home of abscess of the liver. 

At Hardin, January 5th, Dr. J. B. Wilson died 
at his home, aged 78 years, of pneumonia. 


LOUISIANA. 


Dr. Oscar Dowling was informed January 22d 
that Dr. J. L. Burke, who practices osteopathy. 
had filed a libel suit against him and Sheriff 
Perkins, of Grant parish, for $25,000, charging 
false imprisonment and damage to his character 
and practice. Burke was arrested for falsely 
representing himself as an employee or agent of 
the State Board of Health. 

At Lake Charles, the epidemic of typhoid fever 
has been stamped out. The inspectors during the 
work visited over 2,000 houses. 

Dr. C. C. Bass, of Tulane College of Medicine. 
has been appointed head of a group of scientific 
workers to study malaria in Mississippi, under 
the direction of the International Health Com- 
mission. Dr. W. S. Leathers, head of the Health 
Department of Mississippi, Will be associated with 
him. 

(Continued on page 28) 
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Chis Bunch 
of Grapes 
weighing a 
pound 


we 


would furnish cream of tartar sufficient to 
make the Royal Baking Powder required to 
raise a dozen tea biscuits. 

The most wholesome, highly efficient 
baking powder is made from cream of tartar, 
the product of grapes. 


< 
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There are inferior baking powders sold 
at a lower price than Royal; but they 
are made from materials which cost but a 
trifle and are not economical at any price. 


The label on the can, which 
shows what the baking powder 
is made of, should say“Cream of 
Tartar to entitle ittoyour favor. 
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Royal Baking Powder con- 

tains no alum or lime phos- 
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(Continued from page 26) 

At Westlake, January 8th, a severe epidemic 
of typhoid fever was prevailing and_ several 
deaths had occurred. The drinking water used 
comes from cisterns and not from wells or 
springs. 

Car No. 4, of the State Board of Health exhibit 
train, comprising a garage, laboratory and all 
hecessary apparatus, arrived in New Orleans 
January 15th. The car is the first of its kind 
and will be used for analyzing water while it is 
touring the state, and will be available for use 
whenever an epidemic of any kind may start. 

On January 10th the New Orleans City Board 
of Health reported that the recent epidemic of 
diphtheria had been overcome and _ conditions 
were once again nearly normal. 

The Rapides Parish Medical Society has elect- 
ed the following officers: Dr. Marvin Cappel, 
President; Drs. F. V. Gremillion and Ralph Kil- 
patrick, Vice-Presidents; Dr. E. R. Gandy, Sec- 
retary-Treasurer. 

Dr. Oscar Dowling, President of the State 
Board of Health, has addressed a letter to all 
the district judges in the state asking them to 
charge their grand juries on sanitary matters and 
urge stricter enforcement of sanitary laws. 

Deaths. 

At Baton Rouge, January 23d, Dr. T. P. Sin- 
gletary, died at his home after an,illness of one 
year’s duration. 


MARYLAND. 


At Baltimore, January 26th, Mrs. H. K. Knorr 
was appointed superintendent of the tuberculosis 
division of the City Health Department. The 
tuberculosis nurses, the school nurses and the in- 
fectious disease nurses have been consolidated 
under her command. 

The Baltimore Health Department has ordered 
undertakers not to furnish their own rugs, drape- 
ries, canopies and like materials in connectivn 
with public or private funerals. It is supposed 
that they spread infections. 

The Baltimore County Medical Society has 
elected the following officers: President, Dr. J 
Carroll Monmonier, of Catonsville; Vice-Presi- 
dent, Dr. Frank C. Eldred, of Sparrows Point; 
Secretary-Treasurer, Dr. Martin F. Sloan, of Tow- 
son. 

The Baltimore death record for the week end- 
ing January 22d numbered 241, which is 38 more 
than that of the corresponding week in 1915. 
Grippe proved fatal in 18 cases and pneumonia 
in 51. There were 209 cases of measles. 

At Baltimore the Harrisonville public school 
has once more been closed on account of diph- 
theria. 

In January scarlet fever appeared among the 
children in the Maryland Deaf and Dumb Asy- 
lum at Frederick. Fifty of the children came 
to Baltimore for their Christmas vacation, but 
they were immediately returned and the cases 
segregated. 

Out of the number of applicants for license to 
practice medicine in Maryland examined by the 
Board of Medical Examiners of Maryland 30 were 
successful. 

The State-wide Tuberculosis Committee ap- 


pointed in May, 1915, by former Governor Golds- 
borough, reports declaring in favor of establish- 
ing county hospitals for negro tuberculosis pa- 
tients as the most effective and economical means 
of fighting the disease, such hospitals to be es- 
tablished in connection with the present county 
institutions; also for the equipment of wards for 
tuberculosis negroes in the hospitals in Balti- 
more, and in eight other cities of the state re- 
ceiving government aid. 

Dr. John D. Blake, the Baltimore Commissioner 
of Health, proposes to supply the city officials 
and employees with small “stickers” calling at- 
tention to the necessity for the use of handker- 
chiefs. They are to be used as seals on enve- ° 
lopes and bear illustrated mottoes. 

The Gillman Country School for Boys, at Ro- 
land Park, has an outbreak of chickenpox, and 
all social functions of the school have been can- 
celed. 

At Annapolis, a case of scarlet fever developed 
at St. John’s College and the authorities  sus- 
pended school work for ten days or more. 

The Anne Arundel County Branch of the Mary- 
land Society for the Prevention and Relief of 
Tuberculosis elected the following officers: Pres- 
ident, Dr. Thomas Fell; Honorary Vice-Presi- 
dents, Governor Harrington, Superintendent 
Eberle of the Naval Academy, and Mayor 
Strange; First Vice-President, Major John DeP. 
Douw; Second Vice-President, Prof. D. M. Gar- 
rison; Secretary, Dr. J. Oliver Purvis. 

Deaths. 

On January 10th Dr. Daniel Parke Custis died 
at Johns Hopkins Hospital, aged 63 years. He 
was a resident of Annapolis. 

On January 29th, at Snow Hill, Dr. E. E. Wise- 
hart died at his residence, aged 29 years, from 
acute Bright’s disease. 

At Laurel, February 3d, Dr. William A. Mar- 
bury died at his home, aged 75 years. 

At Rockville, February 5th, Dr. Elisha C. Etch- 
ison died in a hospital, aged 68 years. 


MISSISSIPPI. 


At Jackson, January 26th, the State Board of 
Health appointed Dr. Robert Donald County 
Health Officer. Dr. Willis Walley was reinstated 
State Sanitary Inspector. The board elected Dr. 
C. D. Mitchell, of Pontotoc, President; Secre- 
tary, Dr. J. D. Gilleyran, of Jackson. 

Governor Bilbo, on January 21st, appointed 
eight members of the State Board of Health, as 
follows: Dr. R. L. McDougal, Booneville; Dr. 
J. H. MeNeill, Olive Branch; Dr. W. W. Hall, 
Ruleville; Dr. C. D. Mitchell, Pontotoc; Dr. Tom 
W. Reagin, Union; Dr. H. F. Garrison, Seminary; 
Dr. B. L. Crawford, Tylertown; Dr. J. D. Gilley- 
len, Jackson. 

The Winona District Medical Society elected 
the following officers: Dr. Smith, of Kilmichael, 
President; Dr. T. W. Holmes, of Winona, Secre- 
tary-Treasurer. 

On January 15th Dr. L. L. Bowman, of Lincoln 
county, had six ribs broken in an automobile ac- 
cident. 

The medical societies of Scott, Tippah and 
Union counties have endorsed the act pending in 

(Continued on page 30) 
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(Continued from page 28) 
the Legislature for the establishment of a state 
sanitarium for the care of persons suffering with 
tuberculosis. ‘ 

The Yazoo County Medical Society elected the 
following officers: Dr. J. I, McCormick, Presi- 
dent; Dr. C. S. Coker, Vice-President, and Dr. S. 
W. Purifoy, Secretary-Treasurer. 

The Columbus Council has appointed the fol- 
lowing as members of the City Board of Health: 
Dr. C. R. Berry, Dr. J. W. Cox, Mr. L. W. Rich- 
ardson and Hon, C. L. Garnett. 

Deaths. 

At Hazlehurst, January 5th, Dr. J. S. Beavers, 

aged 76 years, died at his home from the effects 


of an operation. 


NORTH CAROLINA. 

At Wilmington, January 25th, Dr. C. F. Bolles, 
who for three years has been a member of the 
City Board of Health, resigned his position in or- 
der to devote himself to his private practice. 

At Raleigh, January 23d, Dr. C. A. Shore, Di- 
rector of the Laboratory of Hygiene of the State 
Board of Health, announced that the laboratory 
has succeeded in manufacturing smallpox vac- 
cine for free distribution to the citizens of the 
state. It will be distributed through county and 
city health officers, who will supply physicians. 

Orange county has voted $500 to have her 
school children inspected, as is the case in the 
adjoining county of Allamance. 

Dr. Edwin Gladmon, superintendent of the 
Southern Pines Sanatorium for the treatment of 
tuberculosis, considers the average lodge room a 
source of infection of tuberculosis and other foul 
air diseases. He considers the cuspidors the chief 
offenders. 

Dr. J. C. Braswell, whole-time Health Officer 
for Nash county, is having the colored schools 
inspected the same as are the white schools. He 
reports that 80% of all the schools have sanitary, 
fly-proof closets and expects to supply the miss- 
ing 20% during the present term. 

Mecklenburg and Cabarras counties were the 
first to make application and be accepted by the 
State Board of Health for the unit of anti-typhoid 
work which the board proposes to do for a num- 
ber of counties this summer. The work involves 
immunization of the citizens. 

Deaths. 

At Salisbury, February ist, Dr. J. W. Black- 
mer, a prominent young physician, died at his 
home from acute Bright’s disease. 


OKLAHOMA. 

Dr. R. L. Mitchell, of Vinita, was thrown from 
his buggy in December and fractured his left leg. 
Dr. W. R. Butler, of Maud, was also recently 
severely injured by being thrown from a buggy. 

St. Anthony Hospital, Oklahoma City, has 
launched a campaign to raise $150,000 to build 
a four-story addition and establish a clinical labo- 
ratory. 

Dr. J. W. Duke, of Guthrie, State Commissioner 
of Health, has enlisted the co-operation.of over 
400 daily and weekly newspapers of Oklahoma, 
who will publish short health articles written in 
popular style by Dr. Duke, at frequent intervals. 


SOUTH CAROLINA. 


At Greenville, January ist, Dr. E. A. Hines, ed- 
itor of the Journal of the South Carolina Med- 
ical Association, has resigned the position of 
superintendent of the Anderson County Hospital. 

Dr. J. Mercier Green, City Health Officer of 
Charleston, has made a full report for 1915, in 
which he urges larger appropriations for those 
working in the health office and cites instances 
where the salaries would hardly pay the actual 
expenses of the offices and indispensable assist- 
ants. He considers the work done as very satis- 
factory, as shown by the decrease in the death 
rates and the improvement in the dairies and 
slaughter houses. 

It is stated that Dr. John Hydrick, a young 
Spartanburg physician, has received an appoint- 
ment with the Rockefeller Institute of New York 
to do special research work. 

Notice has been received of the appointment 
of Dr. T. B. Reeves, of Greenville, as diagnosti- 
cian for the Mayo Clinic in Rochester, Minn. 


Deaths. 


At Columbia, Feb. 1st,-Dr. W. A. Byers was 
found dead in bed in a rooming house when he 
was called to breakfast. His age was about 58 
years. 


TENNESSEE. 


At Columbia, January 18th, Dr. P. D. Biddle, 
the City Health Officer, stated that health con- 
ditions were rapidly improving, though the re- 
cent epidemic of grippe had been very severe. 

Dr. W. E. Hibbett, City Health Officer of Nash- 
ville, has appointed Dr. H. K. Alexander as Quar- 
antine Officer and Medical Inspector; Mrs. M. 
K. Pearce as nurse in the Infant Welfare Depart- 
ment; Miss Vera Moorehead as nurse in the Tu- 
berculosis Department, and Rhoda Pugh as col- 
ored nurse in the same. 

The Sumter County Medical Society has elected 
the following officers: Dr. T. Y. Carter, Presi- 
dent; Dr. J. R. Parker, Secretary-Treasurer. 

A decision of the civil court at Jackson has 
forced the Kingston negro doctor, James S. An- 
derson, to discontinue practice without license. 

The Hollywood County Medical Society met at 
Brownsville and elected the following officers: 
Dr. D. Poston, President; Dr. J. C. Norvill, Vice- 
President; Dr. J. L. Edwards, Secretary-Treas- 
urer. 

At McMinnville, the Warren county court has 
re-elected Dr. Q. C. Cantrell County Health Of- 
ficer for 1916. 

At Johnson City, January 7th, Dr. J. E. Humph- 
reys, physician on the County Medical Pension 
Examining Board, resigned. 

Mr. Rudolph B. Watson, formerly of the Panama 
canal zone, has been appointed Chief Health Of- 
ficer of North Chattanooga. The law prohibiting 
the keeping of pigs within the municipality has 
resulted in removing the trouble of which many 
residents formerly complained. 

Williamson county is to have three sanitary 
stations with inspectors regularly employed to 
eanvass the entire county, inspecting premises 
and urging sanitary improvements. 

(Continued on page 32) 
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(Continued from page 30) 
Deaths. 

At Covington, February 7th, Dr. J. E. Blaydes, 
aged 80 years, died suddenly. 

At Maryville, January 24th, Dr. John W. Cates, 
aged 84 years, died at his home from paralysis 
of the heart. 

At Lexington, January 11th, Dr. Robert M. 
Brown, aged 60 years, died at his home in Bible 
Hill after a brief illness. 

On December 29th Dr. Thomas E. Coplin, of 
Midland, died in a Nashville infirmary, aged 48 
years, 

At Nashville, February 8th, Dr. W. H. Owen 
died at his home on Fatherland street. 


TEXAS. 

On January 13th the Dallas County Medical 
Society amended its by-laws so that a regular 
monthly day of clinical work at the various hos- 
pitals of Dallas could be added to the activities 
of the society. 

It is reported that in January several cases of 
typhus fever had developed at Laredo and one 
at El Paso. Dr. Victor G. Heiser, of the Inter- 
national Health Commission, recently returned 
from Mexico, believes that Texas, Arkansas, Okla- 
homa and Louisiana are threatened with the dis- 
ease from Mexico, where there are hundreds of 
thousands of cases. 

The dead body of Dr. J. M. McDuff, of Atas- 
cosa county, was found by searchers January 10th 
in a dense thicket. The searchers were led to 
the place by a little dog which was his inseparable 
companion. 

At a meeting of the Navarro County Medica! 


* Society at Corsicana, February 7th, it was re- 


solved that the physicians charge a minimum 
fee of one dollar for examining applicants for in- 
surance in the Home Benefit Association. : 

The Marion County Medical Society, at its an- 
nual meeting held at Jefferson recently, elected 
the following officers: Dr. J. P. Chambers, Pres- 
ident; Dr. Clifford McCasland, Vice-President; 
Dr. S. A. Miller, Secretary-Treasurer and delegate 
to State Association; Drs. J. A. R. Mosely, R. L. 
Armistead and I. W. Lake, Censors. 

Deaths. 

At Texarkana, January 11th, Dr. Charles Abner 
Smith died at the age of 58 years after an ex- 
tended illness. 

At Houston, January 24th, Dr. J. B. Burditt was 
found dead in a bath tub. His age was 45 years. 

At Thorndale, January 15th, Dr. L. H. Harvey, 
aged 35 years, died at his home from apoplexy, 
six hours after the attack. 


VIRGINIA. 

In a little hut on the city farm of Richmond, 
near the smallpox hospital, the Greek leper 
George Hodges is supported by the city, and made 
comfortable by many contributions from kind peo- 
ple. There seems to be no legal way to get rid 
of their unwelcome guest. 

The Richmond Health Denartment is asking 
for an appropriation of $75,000 for 1916. Dr. E. 
C. Levy, Chief Health Officer, stated to the Coun- 
cil Finance Committee that it is absolutely es- 
sential to the city’s health to supply the funds 
requested. 


Dr. E. C. Levy, Chief Health Officer of Rich- 
mond, is urging Mayor Ainslie and the police 
board to supply houses, similar to the one used 
by the traffic officer at Seventh and Broad 
streets, for every member of the squad, to pro- 
tect them from cold and snow in the winter and 
rain and sun in the summer. 


Deaths. 

At Charlottesville, February 7th, Dr. Richard 
H. Whitehead, dean of the medical faculty of 
the University of Virginia, died of pneumonia at 
his residence, aged 51 years. 

At Clifton Forge, January 31st, Dr. J. F. 
Hughes died at his home, aged 82 years. 

At Mt. Sidney, January 31st, Dr. William Bell 
died at his home four miles north of Staunton, 
aged 79 years. 


WEST VIRGINIA. 

At St. Albans, late in January, there was a 
sudden outbreak of typhoid fever and an exam- 
ination of the drinking water and milk supplies 
was inaugurated by Mayo Tolman, State Sani- 
tary Engineer. 

The West Virginia Department of Health is 
making a campaign against all persons not com- 
plying with the license laws who practice any 
form of healing art, including chiropodists. Dr. 
S. L. Jepson, State Health Commissioner, ap- 
peared before the Roane county grand jury to 
testify against offenders. 

An official report shows that 145,300 Red Cross 
seals were sold in Charleston during the holiday 
season for the benefit of the Anti-Tuberculosis 
League. 

The State Department of Schools has received 
an official report of the first physical examina- 
tion of 979 children in Paw Paw district, Marion 
county. Only 162 were found to have no phys- 
ical defects other than defective teeth. Over 500 
had something wrong with their eyes and still 
more had something wrong with their tonsils. 

At Charleston, January 25th, there was a small 
epidemic of pneumonia, probably following 
grippe. 

At Martin’s Ferry, James Freeman, former 
state representative, has heen named for the 
position of Health Officer at a salary of $100.00 
per month. 

At Hagarstown, January 22d, it was reported 
that there were six cases of smallpox. Some of 
them were so mild that the patients went about 
the city unaware of their condition. 

On February ist a medical survey of the 12,000 
school children in McDowell county was begun 
by Dr. Juanita McFarland under the direction of 
the State Health Council and the national organ- 
ization of the Anti-Tuberculosis League. 


Deaths. 

At Fairmont, January 19th, Dr. J. J. Durrett 
committed suicide by shooting. His age was 45 
years. He had recently been obliged to aban- 
don practice on account of ill health. 

At Fairmont, January 4th, Dr. Hal Hall died at 
his home on Benoni avenue. after a brief illness. 

In Farmington, January 14th. Dr. J. E. Ensmin- 
ger died at his home, aged 73 years. He died 
of pneumonia following a severe fall. 
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ning water, and sterilized with heat when 
dry. Even the silverware is boiled and 
sterilized. Normal foods, scientifically 

* prepared, making the food as digestible 
as dietetic foods usually are. Tubercular 
persons not received under any circum- 
stances. 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Finest physicians and surgeons within 
call. Hydrotherapeutic treatment and 
massage. Milk and cream from Biltmore 
dairies; water from mountain springs. 
Summer climate most agreeable and ex- 
hilarating. Altitude makes it cool. Blank- 


ets at night. Mosquitos unknown. For. 


photographs and full information, call at 
the office of the Southern Railway. 


Making 
HOTEL HISTORY 


Every Room at the Fort 
Dearborn Hotel, Chicago, 
now $1.50 per day, no higher 
You don’t have to ask the 
clerk the rate when you 
register. 

500 rooms with private bath or 
private toilet—all with outside air 
and light 


Every Room 
$/2°Per Day 
NoHigher 


FORT DEARBORN 
HOTEL, CHICAGO 
La Salle Street at Van Buren 
Direction Hotel Sherman Company 


GROVE PARK INN 


Sunset Mountain 
ASHEVILLE, NORTH CAROLINA. 


POINTS 
MERIT 


These have brought the 


Underwood Typewriter 


To its present leading position 


Awarded Grand Prize, Highest Honor 


<a, Panama-Pacific International Exposi- 
tion 
International Speed and Accu- 
racy Typewriter Trophy for ten years 
Cresson Medal for 
Mechanical Supremacy. 
by World’s Champions and 
all Great Typists. 


“The Machine You Will Eventually Buy” 
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SOUTHERN MEDICAL JOURNAL 


THE CARDINAL PRINCIPLES 


in Infant Feeding are well defined. Where for any reason Nature’s supply 
fails and artificial feeding must be resorted to, the food to select at this criti- 
val period must be Clean, Wholesome, Uniform in — Easily Assimi- 


lated and Simple to "E 


EAGLE 
D 

CONDENSED 


THE ORIGINAL 
possesses all the above requirements and the physician who feeds infants suc- 
cessfully will find Gail Borden Eagle Brand Condensed Milk to be by clinical 
trial a satisfying and reliable food at all times. 
Samples, Feeding Charts in any language, and our 52-page book 
“Baby’s Welfare” mailed upon request 
BORDEN’S CONDENSED MILK CO. 
Est. 1857 “Leaders of Quality” NEW YORK 


W_YORK, U:S. 


WE HAVE A LIMITED SUPPLY 


SALVARSAN and NEOSALVARSAN 


ALL SIZES 


We are offering these to the physicians 


If you wish to secure some of these articles write at once to 


MOBILE ALABAMA 
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THE BEST ONLY oe 
DRUG CORPORATION, Inc. 


Automatic Illustration of “Graduated Kelene” Tube. 
—, BROS., Manufacturers, 92 Reade St.; New York. 
| Fries Bros, 


NO LOSS OF TIME 


(Halt Length) Style No. 14. 


For Local and General Anaesthesia 


Sole Distributors for the United States 


MERCK CO, Now York -Reluny- St 
HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK 

Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 

Official Hotel American Automobile Association 

To physicians and their families the Hotel Cum- 
berland offers superior accommodations and serv- 
ice at reasonable rates. 

The location is exceptionally convenient and ac- 
cessible, affording quick access to the leading hos- 
pitals, medical schools and clinics, as well as to the 
principal theatres, stores, depots and parks. 

Rooms with adjoining Bath—$1.00 and up. 

Rooms with Private Bath—$2.00 and up. 

A hygienic hotel—no dust-trap carpets, but ori- 
ental rugs in all rooms and corridors. Only New 
York Hotel with window screens throughout. 

SEND FOR ILLUSTRATED BOOKLET 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 
NEW YORK 
NEAREST LARGE HOTEL TO NEW YORK POLYCLINIC 
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in Solution chanical 


For protectior against ‘sich instability we offer 


Tablets Glycerophosphates Compound P-M Co. 


Bach tablet contains: 


Sodium 1 gr. 
Calcium Glycerophosphate 2 gr. 
Iron Glycerophosphate 1-8 gr. 
Strychnine Alkaloid 1-120 gr. 


_PITMAN-MOORE COMPANY 
INDIANAPOLIS 


FOR HORLICK’S 


“HORLICK’S 


THE ORIGINAL 


MALTED MILK 


Enables the Physician to prescribe a nutritious and 
digestible diet that is safe and dependable 


The superiority of “HORLICK’S” has won for 
it the confidence and good-will of the medical pro- 
_ fession and dietitians. 


As a result there are numerous imitations, and 
attempts are made to substitute these for the 
Original Malted Milk. 


Therefore ask for it by name 


HORLICK’S. 


and thus avoid substitutes 


Horlick’s Malted Milk co 
THE ORIGINAL ‘Racine, Wisconsin. 
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(JAPANESE JELATIN, DERIVED FROM SEAWEED) 


An admirable agent for the treatment 
of chronic constipation. 


GAR has the natural property of 
absorbing water readily, and of 
retaining it. 
It resists the action of intestinal bac- 
teria as well as that of the enzymes. 


Its chief use in medicine is in the 
treatment of chronic constipation. 


+ 


Agar is not digested. 


It passes practically unaltered into the 
intestine, merging with the feces, adding 
to their bulk and keeping them uniformly 


moist. 


Agar has no systemic action. 


It serves as a mechanical stimulant to 


the bowels. 


It aids in the production of normal, 
healthy evacuation, a condition approxi- 
mating the natural function. 


Agar is supplied in 4-ounce and 16-ounce 
cartons. 


One or two heaping tablespoonfuls (according to indi- 
vidual requirements) may be taken morning or evening, at 
mealtime, with milk or cream or mixed with a cereal food. 


Germicidal Soap 


(MeCLINTOCK) 
A powerful and useful dis: 4 
infectant and deodorant. 4 


ERMICIDAL SOAP (McClintock) is 
prepared from pure vegetable oils E 
combined with mercuric iodide, the: most 4 q 
powerful germicide known. 
It is a valuable antiseptic, deodorant and 7 
lubricant for hands and instruments. ‘ 
It is an admirable general disinfectant. a | 
It can be used to prepare antiseptic. 4 
solutions without measuring, weighing or. @ 


“+ 


Germicidal Soap (McClintock) is use- 4 
ful. for cleansing minor wounds, as a 4m 
deodorant in offensive hyperidrosis, for @ 
the preparation of vaginal douches—in a 
fact, whenever and wherever a powerful 4m 
detergent and disinfectant is required. 


+ 


Germicidal Soap (McClintock) does 
not attack nickeled or steel instruments. 
It does not coagulate albumin. 

Germicidal Soap, 2%: haicee, ilies, one in a carton. 


Germicidal Soap, Mild, | fh: ‘large cakes, one in a 
carton; small cakes, Sve i ina carton. 


Germicidal Soap, Soft, 1%: collapsible tubes. 
Germicidal Soap, Surgical, 1%: cylindrical sticks, 


each ina~’ ¢l-plated case. 
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